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Bereavement and mental illness 
Part 1. A clinical study of the grief of bereaved psychiatric patients 


By C. MURRAY PARKES* 


Of all the functional mental disorders al- 
most the only one whose cause is known, 
whose symptomatology is stereotyped and 
whose outcome is usually predictable is grief. 
That grief is a mental disorder there can be no 
doubt, since it is associated with all the dis- 
comfort and loss of function which charac- 
terize such disorders. The fact that it is usually 
transient and seldom treated by psychiatrists 
is irrelevant to this issue: a bruise or a burn 
does not cease to be pathological just because 
it is treated at home. (Fora clear discussion of 
this point of view Engel's paper “Is grief a 
disease?’ (1961) should be read.) 

Because grief is the typical response to 
bereavement, however, it does not follow that 
it is the only type of disorder which may occur 
and there are a large number of other psychi- 
atric and somatic conditions which have been 
attributed to bereavement. . 

In a previous article (Parkes, 1964) it was 
shown that the number of patients admitted 
to a psychiatric clinic whose presenting illness 
had come on within six months after the death 
of a spouse was six times greater than would 
have been expected had the bereavement not 
been a causative factor in the illness which 
followed it. The diagnosis attributed to these 
and other bereaved psychiatric patients co- 
vered a wide range but 65 % (61 out of 94) fell 
within the category of Affective Disorders (a 
significantly larger proportion than in the 
non-bereaved clinic population). 

Among reports of patients attending psychi- 
atric clinics following bereavement the major- 
ity have been said to be suffering from atypical 
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orcomplicated forms of grief. These have been 
called * morbid grief reactions’ but this is like 
calling a septic wound a ‘morbid wound 
reaction’. Grief is a reaction and is also, 
because it leads to dysfunction, morbid or 
pathological. Rather more satisfactory are the 
terms employed by Engel. He completes the 
analogy to a septic wound by speaking of 
‘complications’ of grief and in the present 
study the terms complicated grief and atypical 
grief will be used interchangeably. Few at- 
tempts, however, have been made to establish 
systematically how closely these atypical forms 
resemble the usual response to bereavement. 

This is the first of two articles in which a 
study of recently bereaved adult psychiatric 
patients is reported and an attempt is made to 
systematize the various types of reaction 
which follow a major bereavement. 

In this article the case material will be con- 
sidered in the light of studies of the behaviour 
of bereaved ‘normals’. Figures will be pre- 
sented to show the incidence of the principal 
features exhibited and these features will be 
described. 

In the second article the data will be supple- 
mented by reference to other studies of be- 
reaved psychiatric patients and a classification 
of bereavement reactions will be put forward. 

No attempt will be made in these papers 
to relate the findings to contemporary theories 
of the psychopathology of grief. This is so 
complex and contentious a field that it is not 
possible to do justice to it in the space avail- 
able. Similarly, this is not the place to con- 
sider the many antecedent and concurrent 
variables which may influence the type and 
intensity of the response to bereavement. 
These issues, which are not strictly relevant to 
a descriptive study, will be discussed elsewhere. 
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METHOD 


The study was carried out with patients attend- 
ing the Bethlem Royal and Maudsley Hospitals 
whose presenting symptoms had come on during 
the terminal illness or within six months after the 
death of a parent, spouse, sibling or child. f 

Data were obtained from two series of patients: 

(a) The interview series consisted of twenty-one 
patients (three out-patients and eighteen in- 
patients) who were brought to the notice of the 
investigator by members of the hospital staff dur- 
ing the years 1958-60 (six others were not included 
because they refused, or were too ill to give a 
detailed account of their reaction to the bereave- 
ment). Each of these patients was interviewed by 
the writer and additional information was ob- 
tained from the case notes. At the interview the 
patient was encouraged to talk freely about the 
dead person and the bereavement, and questions 
were asked, when necessary, to supplement the 
information given. A full record of each inter- 
view was kept along with a summary of the history 
from the case notes and data were codified in 
accordance with a check-list of information to be 
obtained from each case. Whenever the informa- 
tion obtained at the interview was insufficient a 
second and sometimes a third interview with the 
patient was carried out. Even though they found 
the interview disturbing most patients were glad 
of the opportunity to discuss the loss which still 
monopolized their thoughts. 

(b) The case-note series. Information was ob- 
tained from the case notes of a further ninety-four 
bereaved patients admitted during 1949-51 and 
using the same criteria for inclusion of cases. 
Numerical data from these notes have been pub- 
lished already (Parkes, 1964). In only twenty- 
eight of these cases did the notes give an adequate 
account of the patient's reaction to his bereave- 
ment and material from this sample will be used 
only for illustrative purposes. Unless otherwise 
Stated, therefore, all figures given in this article 


refer to the twenty-one patients included in the 
interview series, 


THE TYPICAL REACTION TO BEREAVEMENT 


Complicated and uncomplicated forms of 


Brief were distinguished by Lindemann (1944) 
who set up a clinic for the relatives of people 
killed in the Coconut Grove night-club fire 
and subsequently added to these from his 
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psychiatric practice. He gives an anecdotal 
account of his findings in 101 cases of ‘acute 
grief’ and distinguishes between the ` nore 
syndrome’ and ‘distorted pictures’ which 
resembled the normal. a 
The main drawback of this and ses "€ 
other studies is the lack of a clear account o 
‘normal’ or ‘uncomplicated’ grief. fas 
patients attending Lindemann's elme Pa 
clearly not a representative sample of 1 2 
people and he does not state his RR = 
‘normality’. More informative in this ina n 
is the study of Marris (1958) who was able a 
interview in their homes seventy-two out ^ 
104 unselected widows living in East ami 
whose names he had traced through the wer 
registrations of their husbands. They pi 
young or middle-aged women (mean as 
years, range 25-56) and were seen on nr 
2 years after the bereavement. The prep a 
ance of middle-aged widows in the 11959). 
study and in another by Wretmark Eo in 
however, suggests that women under | Vis to 
lose their husbands are particularly id sat 
have complicated reactions and it may at 
Marris has described an unusually severe sve 
of grief. Nevertheless, no other author ane 
so detailed and systematic an en. Ben 
course of grief and Marrisis ableto give oe 
for the relative frequency of the Ss d 
tures which he describes so that it is en si 
least provisionally, to distinguish ee v 
less typical ones. Other features of B erives 
been described by Waller (1951) who antl 
information from an unstated number O oze 
seen in his work as a sociologist and by who 
man, Orbach & Sutherland (1955), yent 
described the anticipatory grief of tv they 
mothers of children with leukaemia when 
realized that the prognosis was opel. s 
From these studies can be derived a po vi 
tion of typical, uncomplicated grief == die 
be used as a yardstick in determin! ne jed 
typicality of the features which pen 
among the psychiatric patients studie M pis 
The typical reaction to bereavemen ith the 
with the closeness of the relationship po: frst- 
deceased. When the dead person 1S o 


é 


order kin to the survivor and there has been at 
least a moderate amount of social interaction 
= »between them during the year preceding the 
— death then the reaction can be expected to take 


the following form: 


3 At first the full reaction may be delayed or 
there may bea period of numbness or blunting 
in which the bereaved person acts as if nothing 
j had happened for a few hours or days up to 2 
weeks.* Thereafter attacks of yearning and 
distress with autonomic disturbance begin. 
These occur in waves and are aggravated by 
reminders of the deceased. Between attacks 
the bereaved person is depressed and apa- 
thetic with a sense of futility. Associated 
symptoms are insomnia, anorexia, restlessness, 
irritability with occasional outbursts of anger 
directed against others or the self, and pre- 
occupation with thoughts of the deceased. 
The dead person is commonly felt to be present 
and there is a tendency to think of him as if he 
was still alive and to idealize his memory. The 
intensity of these features begins to decline 
after 1-6 weeks and is minimal by 6 months, 
although for several years occasional brief 
periods of yearning and depression may be 
precipitated by reminders of the loss (e.g. at 
anniversaries). The features are not typically 
so severe that they cause the patient to seek 
help from a psychiatrist, miss more pe a 
fortnight’s work, attempt suicide, or isolate 
himself to such a degree that he becomes in- 
accessible to relatives and friends. de 
One aspect of this description of m 
grief which is in doubt is its duration. Lin > 
mann (1944) found that in the meta a 
him successful resolution oceurred in 
weeks but Marris (1958) thinks that, in young 
widows at any rate, some features may persist 
“for months or even years’. For fir purposes 
of this study an arbitrary upper limit o 
months has been taken, but further investiga- 
tion is needed to establish the range of varia- 
tion of the duration of griefin normal popula- 
tions. Most of the patients whose grief was 
rated as ‘prolonged’ in the present study had 
* Two weeks is an estimate. No figures exist to 
show how long numbness usually lasts. 
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reactions lasting considerably longer than 6 
months. 


RESULTS 

Table 1 gives basic information about the 
composition of the interview series. It shows 
the age, sex, marital status and occupation of 
each patient at the time of the loss; the kinship 
of the dead person and the mode and cause of 
his death. 

It will be seen that there were twenty-one 
patients included in the interview series. Only 
four of these were men and all four were mar- 
ried at the time of their bereavement. Among 
the seventeen women thirteen were married. 

The mean age of the men was 44-2 years 
(range 34-67 years) and of the women 46-7 
years (range 12-69 years). Eight of the female 
patients were housewives without other occu- 
pation and most patients were from occupa- 
tional classes III and IV. Nine of the bereave- 
ments resulted from the death of a spouse, 
five from the death of a mother, two a father, 
four a sibling and one a child. 

Owing to the method of selection some 
doubt may be expressed whether the patients 
in the interview series constitute a representa- 
tive sample of bereaved psychiatric patients 
admitted to the joint hospitals. In point of 
fact on most relevant features there was much 
resemblance between them and the ninety-four 
bereaved patients in the case-note series. Thus 
they both contained a preponderance of 
women (seventeen out of twenty-one in the 
interview series, sixty-five out of ninety-four 
if the case-note series), the mean age was 
similar (48-8 years in the interview series, 46-5 
in the case-note series) and the commonest kin 
to be lost was a spouse (nine out of twenty-one 
in the interview series and thirty-two out of 
ninety-four in the case-note series). On the 
other hand, there were a number of patients in 
the case-note series whose bereavement 
seemed to have little to do with the psychiatric 
illness which followed it, whereas in the inter- 
view series it will be shown that in only one 
patient was this so. It seems likely, therefore, 
that patients whose illness was most clearly 
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SE 3 ; o NT ients (interview series only, 
Table 1. Basic information concerning bereaved psychiatric patients (interview serie ly) 


Marital 
status of 
Sex Age patient Occupation of Kinship of i 
of of at time patient at deceased Termi- Paesi 
Case patient patient ofloss time of loss person nation Canseco es { 

A M A Cinema Wife (@nd G* Malignant melanoma 

projectionist mother) : 1 
B F 64 M Housewife Husband S Coronary thrombosis 

(H-W) A 
C F 48 M Shopassistant Husband G ‘Stroke a 
D F 50 M Waitress Sister S  'Stroke Een 
E F 35 M HW Daughter S Cardiac catheterization 
F F 56 M HW Husband S "Stroke 
G M 67 M Retired chief Wife S Asthma 

instructor 

(trams) “al carcinoma 
H F 56 M Kitchen help Husband G Bronchial eum ust 
I E 57 S Clerk Sister G Pure bosis 
J F 49 M HW Husband S Coronary throm 
K F 54 S Typist Mother G  Oldage een 
L M 38 M Engineering Father G Bronchial carcino 

fitter sis 
M F 30 M HW Mother S Coronary thr ee 
N F 12 S School girl Mother a Manmay ciama 
[9] F 69 M H-W Husband G Bronchial carci! 
P F 30 M Clerk Brother R Accident rhage 
Q F 55 M HW Brother R Bladder hacmorrhag 
R F 26 S Nurse Mother G Bronchial (ud 
S F 68 M  H-W Husband S Coronary nori 
T F 35 M Secretary Father S Coronary P 
U M 38 M R.A.F. officer Mother R Fractured femur 


* G = gradual termination (more than 7 days); 
termination (within 1 day). 


related to their bereavement were more often 
brought to the attention of the writer than 
patients whose illness was only incidental. 
This bias in the method of selection of cases 
was absent in the case-note study. 

In the main study it was found that only one 
patient out of twenty-one had had a reaction 
which fell within the limits of the typical 
reaction which has been described. In all the 
rest the typical reaction was in some way dis- 
torted or exaggerated and it was this distortion 
Or exaggeration which caused the patient to be 
regarded as mentally ill. In order to deter- 


— sudden 
R = rapid termination (1-7 days); 5 = su 


mine the extent and nature of this dioi, 
is necessary to consider both the simile ture 
and differences between the clinical d eii 
shown by the psychiatric patients wt j 
the typical picture which has been n or 
Fortunately figures are given by Ma im d 
the frequency of symptoms in his Se sec 
randomly selected widows and it e 
reasonable to conclude that the ae aha 
most frequently by him are those €" "€ 
racteristic of ‘uncomplicated’ or kr ons 
grief. It does not follow that all Be aat it is 
which he observed were ‘typical’, IM 
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very probable that those symptoms which 
were found infrequently by Marris and signi- 
ficantly more frequently among our psychi- 
atric patients should be regarded as atypical 
and as indicating a relatively more compli- 
cated reaction. 

Since the patients studied here covered a 
wider age range than Marris's and included 
male patients, they are not strictly comparable. 
For purposes of statistical comparison, there- 
fore, a subsample of fourteen patients from 
the interview study were matched with the 
widows studied by Marris for age and sex. 

Table 2 shows the results of comparing the 
incidence of the features which he enumerated 
with the incidence of the same symptoms in 


the matched subsample. 


none was found less frequently. Thus all the 
patients were depressed and/or anxious and a 
majority of both series were apathetic and 
socially withdrawn, slept badly and had a 
sense of the persisting presence of the dead 
person. Less common features, but found 
with similar frequency in both groups were 
“deliberate cultivation of the idea of the per- 
sisting presence of the dead person’, ‘execu- 
tion of actions previously associated with the 
dead person’ and ‘attempts to escape from 
reminders of the death’. 

On the other hand there were three features 
which were found more frequently among the 
psychiatric patients and two of these differ- 
ences in incidence reached statistical signi- 
ficance when Marris’s patients were compared 


Table 2. Incidence of features of grief in non-psychiatric and psychiatric bereaved 
women under 60 


Numbers Percentages 
f A — r -—— 
Unselected Matched Unselected Matched 
r idow ample widows subsample 
“cipal features of widows subsamp ^ p 
Principal m (Marris) (Parkes) (Marris) (Parkes) 
guiente (a) (n) %) (%) 
a 72 14 100 100 
un or anxiety 44 7 61 50 
Apathy 57 10 79 71 
Insomnia 15 3 21 21 
Cultivation of idea of presence 36 7 50 50 
Sense of presence of deceased i 15 3 21 21 
Execution of acts associated with 
deceased E 3 
Attempts to escape reminders = i = > 
Difficulty in accepting loss 8 H T 79* 
Blames self 11 6 15 43 
Blames others 
72 14 100 100 
Total 
* P < 0-001. 


mple can be taken as 


bsa 

e matched su i ; t 

re ee of the interview series as a 
3 he incidence of the symptoms 


ince t s 
whole si lar in both. 


as very simi À - 
shown was Very for which Marris gives 


the features hic 
E de found with similar frequency 


iatric patients, and 
among the bereaved psych p 


with the matched subsample. Thus a quarter 
of Marris’s patients and two-thirds of the 
psychiatric patients were thought to have had 
‘difficulty in accepting the fact that the lost per- 
son was dead’ (x? 27:2, 1 D.F., P < 0:001) and 
similar proportions expressed ‘ideas of guilt 
and self blame’ (y? 13-7, 1 D.F., P < 0-001). 
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Also more frequent in the psychiatric group psychiatric patients is compared with the 
was ‘hostility towards others associated description of typical grief which has been 
with the loss’ but the difference was small and given. The results of this comparison are 
did not reach statistical significance. shown in Table 3. 


Table 3. Atypical features of grief of bereaved psychiatric patients 


(interview series only) { 
Persisting Symptoms 
Persisting difficulty Delay of last 
Prolonged Intensified self- in accept- = 2 illness of Panic Other 
Case grief grief blame ingloss weeks deceased attacks symptoms 

A $ ia + + + : + Urticaria 

B + + + + + , . — Three episodes 
of elation 

G + + + + + 

D F F + + + . 

E st dE + + Headaches, 
histrionic 
outbursts 

F + + + + + + 

G + + + : : 

E + + a + + + 

z B . + + + 

4 bd $ + + + E : 

s, F + + + Obsessions and 

L + . + + iia i 

" * * + Compulsive 

N E laughter 

[9] 4 + E + . uL 

+ 5 . Phobia of 

P 5 cancer 

? + He E : Headaches 

Q ? jg: + . . 

R 2 > : | 

S ? " + + 

* i * + + Histrionic | 

U outbursts 

Hypochon- 
driacal 
depression 

Totals: 15 13 14 14 P 

out of 21 8 5 6 


? Grief sti . . 
? Grief still present when interviewed within 6 months of bereavement. 


. This shows the way in which the grief of each 
individual patient in the interview Series 
differed from the typical picture. The two 
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symptoms ‘self blame’ and ‘difficulty in 
accepting the fact of loss’ are included 
because, as has been shown, they were found 
with exceptional frequency among the psychi- 
atric patients studied (this does not mean that 
they may not occur in minor or transient 
form in the typical reaction). The ‘other 
psychiatric symptoms’ listed include all those 
major symptoms suffered by these patients 
which do not resemble some aspect of grief. 

It will be seen that in most cases the reaction 
to bereavement is prolonged regardless of 
other symptoms and there is a tendency for 
“self-blame”, ‘difficulty in accepting the fact 
of loss’ and ‘delay’ to be associated together 
(eleven out of fourteen patients with *difi- 
culty in accepting the fact of loss’ also had 
‘ideas of guilt’, seven out of eight patients 
with ‘delayed reaction’ also had ‘difficulty in 
accepting the fact of loss’). ‘Acquisition of 
symptoms resembling those suffered by the 
deceased in his last illness’, however, 1s 
negatively associated with “delay”, the two 
never occurring in the same patient (unfor- 
tunately the figures are too small to allow this 
trend to be tested by statistical means). 
“Intensification of grief’ and “panic attacks 
do not seem to be particularly associated with 


tion. 
any one type of reaction f 
In no case was the grief briefer than usual, 


less intense than usual or permanently absent. 
When the patients in the case-note series bid 
examined in the same way very similar results 
were obtained but there were rather xs 
delayed reactions and patients whose psychi- 
atric disorders did not resemble grief. 

Each of the features mentioned will now be 
considered in more detail. o 

Duration. The difficulty in establishing the 
duration of typical grief has already been 
mentioned and in this study an upper limit of 
6 months has been taken. Fifteen patients 
(1%) had reactions longer than this. These 
figures are minimal since six patients were still 
severely disturbed by their grief at the time the 
investigation ended and four of them had not 
yet been bereaved for more than 6 months. If 
these four patients are excluded from con- 


sideration then 89 % (15/17) of the reactions 
were prolonged. In eleven cases the reaction 
had lasted a year or more and in six it had 
lasted for more than 2 years (the longest being 
6 years). Among those patients whose symp- 
toms disappeared or at least made a marked 
improvement the total time from bereavement 
to improvement averaged 18 months. In no 
case was the reaction clearly briefer than the 
usual. 

Intensity. Whilst measures of intensity are 
difficult to make, it was clear that thirteen of 
the patients studied had become severely dis- 
turbed and that this disturbance had persisted 
long after any acute upset would normally 
have subsided. Eight patients cried uncon- 
trollably and several others said they felt "too 
hurt to cry”. Agitated and aggressive outbursts 
occurred in four cases and four admitted 
suicidal preoccupations. The intensity of grief 
impaired the capacity for work (eight cases) 
and caused many to shut themselves up at 
home or withdraw in some way from contact 
with their friends and relatives (fifteen). Four 
patients, in speaking of the intensity of their 
grief emphasized feelings of internal loss: 
‘something died in me’. In no case was the 
grief, when it occurred, less intense than 
expected. 

The immediate reaction. In half the patients 
studied (eleven) the earliest reaction to the loss 
was a sense of numbness. This was variously 
described as ‘a dazed feeling’, ‘blunted’, or 
‘stunned’. All emotional reaction was dimi- 
nished and patients said they ‘had no feelings 
at all’, ‘couldn’t cry’, ‘no feeling about any- 
thing’, or were ‘cold’, ‘drained of all emo- 
tion’, ‘automatic’. There was often a con- 
scious feeling of something being ‘pent-up’ or 
inhibited; patients felt ‘all stewed up inside’ 
and one said: ‘When he died something died 
in me’ and associated this with her inability 
to cry; another said, ‘Part of me stopped 
living’. The numbness somehow protected 
them from a full realization of the loss, ‘I 
couldn’t realize what had happened’. Another 
patient ‘took it inwardly’ and another felt 
‘protected from feeling unhappy’. The state 
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lasted from a few days to several months. It 
had affinities with states of depersonalization 
and one patient actually felt ‘unreal’ but this 
was exceptional. 

It is uncertain whether or not this numb- 
ness should be regarded as a part of the typical 
reaction. Waller and Lindemann seem to 
regard it as such but Marris, who may well 
have come on the scene too late, does not 
mention it specifically; nevertheless, he quotes 
from an interview with a widow who had 
clearly suflered from it: “Everything went 
blank, I was sort of dead for a fortnight.’ 

What evidence there is Suggests that numbness 
is a part of the typical reaction but does not 
normally last for more than a short time. 

It is necessary to take the period of numb- 
ness into account in deciding whether or not 
the onset of grief was more than usually 
delayed. Two weeks was therefore taken as 
an arbitrary upper limit of the duration of 
numbness in typical grief. Eight patients in 
the present Study are classed as having had 
delayed reactions by this criterion. Three of 
Such reactions seemed to have developed after 
a prolonged period of numbness; in the re- 


maining five patients there was, during the 
period of delay, very little e 


ance and even could not be 


ef was delayed 
in making the 


often relatives 
t lack of affect 
to occur, 

feeling of ‘numbness’ 


greater frequency in the psychiatric group 
where it was described by fourteen patients 
suggests that it may be more prominent in 
complicated than in uncomplicated reactions. 
It sometimes took the form of a complete 
refusal to accept the fact of death. Thus one 
patient, a woman of 66, refused to acknow- 
ledge that her son was dead and persuaded 
her husband to bring her from New Zealand 
to England in order to find him. On arrival 
she thought she saw her dead son on the stairs, 
thereafter she was able to cry for the first time 
and came to accept the fact of his death. 

More often there was a partial, intellectual 
acceptance of the death but the patient pe 
tended to himself that it had not occurred: 
‘I still only believe she's dead if somebody 
says so’, ‘I still think it hasn't happened, n 
wake up and he'll be there’, ‘I just didn't 
think of my mother as dead” or ‘I just didn't 
want them to talk about it, because the 
more they talked the more they'd make me 
believe she was dead”. 

The full reaction. When the patient eventu- 
ally came to accept the fact of death he showed 
a picture which closely resembled the affective 
disturbance of typical grief. He became 
depressed and anxious, preoccupied with the 
memory of the dead person and pining for 
reunion with him. Severe distress of mind was 
produced by any reminder of the deceased and 
such reminders were both avoided and sought 
after. This ambivalence is exemplified by the 
patient who went to a Spiritualist meeting IN 
the hope of being reunited with her dead hus- 
band but when told that he was in the room 
became very disturbed and refused to believe 
it. Another patient spent many hours lying on 
her bed playing with her dead child’s toys but 
could not be persuaded to go out because she 
knew she would see other children and that 
would ‘bring it all back’, 

In six cases distress of mind produced by 
reminders of the death, loneliness or loss of 
Support were so intense that panic attacks 
resulted. Attacks of breathlessness and 
“choking sensations’ at the time when 4 
husband had Previously come home from 
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work were typical; and panic attacks could 
sometimes be brought on by any reminder of 


death or violence. 
Associated with the affective disturbance 


were functional somatic symptoms such as 
insomnia (fifteen cases), anorexia (thirteen) 
and loss of weight (eight). Patients were 
usually apathetic (eleven) and unable to 
initiate any useful activity (fifteen) so that they 
behaved in an aimless, listless manner. At the 
same time they were also alert, restless and 
hypersensitive as illustrated by a patient who 
put cotton-wool in her ears because everyday 
sounds were so intense and disturbing. All 
these symptoms have been described as part of 
the typical reaction. 

So has social withdrawal which was apparent 
in fifteen cases. Withdrawal resulted partly 
from avoidance of sympathetic people who 
would remind the bereaved person of his loss, 
partly from an apathetic loss of outside 
interests and partly from feelings of anger and 
resentment. These feelings of anger and 
resentment were typically no more than a 
general irritability with and resentment of 
anyone who was not similarly bereaved (four- 
teen cases); ‘I couldn't see any reason why it 
was done to me’. Exceptionally the anger was 
directed against some individual, usually 
doctors, nurses or clergy who had attended the 
dead person during his last illness rea 
as one patient put it: “I still feel angry W x 
see a clergyman.’ In another case it Was ec 
dead husband who was blamed for dying an 
leaving the patient, his second wife, on her 
own: ‘He looked so happy In death, it made 
me think he was with her [his first wife]’. 
Alternatively, the: anger was directed more 
generally against fate or God, who was held 
responsible (nine cases): If there was a God 
he wouldn’t let anyone die on their own. 

It is uncertain what intensity of hostility is a 
part of typical grief. Marris’s figures are in- 
conclusive and it seems likely that a certain 
degree of irritability or anger is usual. There 
was one patient, in the present study, however, 
in whom this clearly reached pathological in- 
tensity and here the circumstances were 


exceptional. She was a woman of 43 whose 
favourite sister had been murdered by her 
brother-in-law. After the brother-in-law had 
been committed to Broadmoor she became 
preoccupied with the idea that she ought to 
smuggle in an axe and kill him. Severe depres- 
sion followed, with guilt and suicidal ideas 
intermingled with aggressive outbursts. She 
did not improve until she underwent a rostral 
leucotomy 4 years later. She then remained 
well for a year until her brother-in-law was 
released from Broadmoor when her depres- 
sion returned. 

All of the eight patients who showed marked 
hostility to individuals connected with the 
death also expressed ideas of guilt and self- 
blame and there were six others who showed 
guilt without hostility. These self-reproachful 
ideas were usually connected with some minor 
omission which might have contributed to the 
death or made the last hours of the dead per- 
son less pleasant. Thus one patient blamed 
himself for not asking for a second opinion on 
his wife and another thought that her refusal 
to have sexual intercourse with her husband 
might have contributed to his death from a 
cerebral haemorrhage during the night. There 
is nothing intrinsically pathological about 
these symptoms but the fact that they were so 
much more frequent among the psychiatric 
patients than among Marris’s widows coupled 
with the fact that in several cases guilt domi- 
nated the clinical picture suggests that this is a 
feature of particular importance in deter- 
mining pathogenesis. In fact four patients 
were preoccupied with self-reproachful ideas 
which were the main reason for their being 
regarded as ill. 

Memories, thoughts and perceptions were 
characteristically centred on the death and the 
dead person. The events leading up to the 
death were gone through again and again in 
fantasy and repeated attempts were made to 
explain how and why it had occurred. 
Chodoff, Friedman & Hamburg (1964) have 
spoken of the ‘search for meaning’ among the 
parents of children dying from neoplastic 
disease, but this behaviour is easier to under- 
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stand if we think of it as a sophisticated form 
of the ‘search for the lost object” which is a 
part of the attachment behaviour of all social 
animals. Further discussion of this issue, 
however, must take place in a later article. 

Usually memories of the dead had a nos- 
talgic, bitter-sweet quality and the dead person 
tended to be idealized (eight cases). Several 
patients (five) in this study deliberately culti- 
vated the idea of the dead one’s presence by 
imagining him speaking to them, or in one 
case by lying on the bed of her dead child and 
playing with his toys. Others (five) habitually 
executed actions previously directed towards 
the dead person, such as going to the street 
door to look for her husband when he was 
due back home from work or rocking the 
empty cradle of a dead baby. Half of the 
patients (eleven) had a sense of the continued 
Presence of the dead person, as if he was still 
about the house: ‘I think he’s there and it’s 
wonderful, then I wake up and find he’s not 
there, there’s the void.’ This sense of presence 
Was sometimes augmented by illusions. or 
hallucinations (eight cases). Knocks or creaks 
were thought to indicate the presence of the 
dead person, or a shadow would be identified 
as his. One patient, when sitting in a chair, 
would seem to feel her husband playing with 
her ear and hear his voice saying, ‘just rest’, 
Several heard themselves called, and one said: 
‘I used to feel that she'd called me—then Pd 
realize that she hadn't and it'd hit me.’ 

These illusions, thou 


Were often pleasant and 
d 


£hts and memories 
conform well to the 
atures given by 
es, however, they 
quality and were 
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another repeatedly awoke at night with a clear 
visual image of her dead child's face before 
her and heard him scream. 

Unpleasant memories and perceptions have 
been mentioned by Marris and it seems likely 
that they occur in the typical picture. What 
distinguishes the patients described above, 
however, is the peculiar intensity and duration 
of them. . 

Identification with the dead person Is 
regarded by Freud as an essential part of E 
process by which libido is detached ke 
symptoms attributable to it have been ca " 
by Wretmark (1959) * Phenomena of Identi a 
cation’. In the present study they were show : 
by five patients and usually took the N 
symptoms resembling those suffered by - 
dead person during his last illness. In a. 
case (case L), however, the feeling of ident! : 
cation was more general. This was in a ge 
38 who, two years after the death of h 
father, was still depressed and p 
with his memory. With reference to his fat E 
he said: ‘I’m just like him. I even have son 
of his habits. I often sit like him at table + - + 
I feel like him as I walk along. I get into p 
walk.’ The patient demonstrated how a 
sticks his thumb between his teeth just as hi 
father used to do. He was puzzled to observe 
that he dislikes doing these things. de 

Symptoms resembling those suffered by 
dead person during his last illness were P 
commonly aches and pains similar in distr! 
tion to those of the deceased but in wn 
cases classical hysterical symptoms BT 
Typical of the former type of case was a re 
of 42 who had ‘modelled’ himself on h! 
father. After the father died from a coronary 
thrombosis he remained depressed for 
months. He then seemed to be improving 
when he started to have pains in the left side = 
his chest with palpitations and became cO 
vinced that he too had heart disease. dy 
improved with psychotherapy but oe 
afterwards, following a dental extraction, u 
developed a pain in the groin and became vin 
vinced that he had had a mesenteric thro fi 
bosis, another condition from which his fathe 
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had suffered. When this was pointed out to 
him he again improved and remained well 
but for occasional mild hypochondriacal 
symptoms. Another patient, an unmarried 
woman of 29, developed a dull pain in her 
chest 4 months after the death of her father 
from a bronchial carcinoma. The pain closely 
resembled that which her father had experi- 
enced and was brought on by eating peanuts: 
he had often given her peanuts in the past and 
she associated them with him. She too had 
modelled herself on her father and after his 
death had taken his place in the home, regard- 
ing her mother and sister as ineffectual. She 
worked at a veterinary clinic because it was a 
‘man’s work’ and father had ‘loved animals 
more than humans’. One patient who did not 
seem to have modelled herself on the dead 
erson was a woman of 56 who had nursed 
her husband during his last illness. He had 
had a cerebral vascular accident with hemi- 
plegia and aphasia. Two months later he had 
a second stroke and was unexpectedly found 
dead by his wife. She immediately developed 
a complete aphonia which lasted for ten days 
and she did not weep during this time. She 
then became tearful and depressed, blaming 
herself for having been a burden to her hus- 
band and for not having a specialist to see him. 
CONCLUSIONS 

Thanks to our lack of knowledge of the 
detailed course of typical, uncomplicated grief 
it has not always been possible to determine if 
a particular feature exhibited by the patients 
studied here is a part of the usual reaction to 
bereavement or a morbid form of it. The 
overall conclusion, however, is clear. Whilst 
our patients had experienced each of the 
features of typical grief, in most cases the 
duration of certain of these features was 
atypical; not only was grief prolonged but 
aspects of it were unusually severe, the par- 
ticular aspect varying from case to case. Inno 
case was the grief briefer than usual and even 
if delayed the full reaction, when it occurred, 
was never briefer or less intense than in the 


typical picture. 


The patients interviewed were a selected 
group but their symptoms resembled so 
closely those of a large proportion of the un- 
selected bereaved psychiatric patients in the 
case-note series that it seems reasonable to 
conclude that atypical grief is a common cause 
of the admission of bereaved patients to the 
joint hospitals. 

*Self-blame’ and ‘difficulty in accepting the 
fact of loss’ play a more prominent part in the 
grief of the psychiatric patients than in the 
more typical reactions to bereavement which 
have been described, and ‘identification 
phenomena’ have not, so far, been described 
in a ‘normal’ population, but each of these 
probably has its ‘normal’ equivalent. For 
instance, bereaved persons often try to ‘ex- 
plain’ an untimely death in terms of the 
behaviour of themselves or others, there is a 
pressing need to say ‘why it happened’, and 
excessive importance is commonly ascribed to 
trivial events and omissions. It is in this 
setting that ideas of guilt and self-blame arise. 
Similarly, ‘difficulty in accepting the fact of 
loss’ is not uncommon immediately after a 
bereavement when it may take the form of the 
‘numbness’ which has been described. It is 
only when this persists for an unusual length 
of time that it can be regarded as pathological. 
Since identification plays so large a part in the 
psychoanalytic theory of grief it is surprising 
that ‘identification phenomena’ do not seem 
to have been described as a component of 
typical grief. Wives who took over the occu- 
pation of a deceased husband have been men- 
tioned by Krupp (1964) as examples of ‘con- 
structive identification’ but there is a lack of 
satisfactory evidence for the adoption of traits 
and mannerisms of the dead person in reports 
of bereaved persons whose grief is, in other 
respects, within normal limits. Further dis- 
cussion of the significance of these findings for 
the psychopathology of grief must await a 
later article. 

Reference has already been made to the 
previous study (Parkes, 1964) in which it was 
shown that whilst bereaved psychiatric patients 
are more likely to be diagnosed ‘affective dis- 
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order’ than non-bereaved patients there is no 
one diagnostic category in which most of 
them are placed. This is hardly surprising 
when we consider the range of symptoms 
which occur during the process of grief. Thus 
anxiety symptoms, depressive symptoms, 
phobic symptoms or hypochondriacal symp- 
toms may each be prominent at different times 
and enable a procrustean clinical diagnosis to 
be made. The recognition of the grief symp- 
toms, however, is not difficult and since ‘ grief" 
is an aetiological diagnosis as well as a symp- 
tomatic one it is likely to prove more useful 
than the Krapelinian labels which are more 
usually employed. 

But grief may take a variety of forms and it 
is not the only condition which may follow 
bereavement. Before proceeding further with 
the examination of these issues it is necessary 
to compare the results of this study with the 
results of other studies of bereaved psychiatric 
patients and this will be done in Part 2, 


SUMMARY 
l. In this article is described the grief of 115 
psychiatric patients (twenty-one of them inter- 
viewed by the writer) whose presenting illness had 
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come on within 6 months of the death of a spouse, 
parent, sibling or child. . . 

2. A matched subgroup of the patients inter- 
viewed were compared with the unselected w idows 
studied by Marris. It was shown that most of the 
features of grief described by him were found with 
similar frequency in the bereaved psychiatric 
patients and two ‘difficulty in accepting the fact 
of loss’ and ‘ideas of self-blame" were signifi- 
cantly more frequent in the psychiatric group. 

3. Despite this all save one of the patients inter“ 
viewed were suffering from atypical forms of grief. 
The atypical features, in order of frequency Seren 
abnormal prolongation of grief, unusually intense 
grief, delayed grief, hypochondriacal symptoms 
resembling those suffered by the deceased during 
the last illness and panic attacks related tO 
reminders of loss or death. r 

4. It is concluded that persons developing 
mental illnesses after bereavement commonly 
exhibit symptoms which differ in intensity an 
duration but not in kind from the features O 
typical grief. 
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Bereavement and mental illness 


Part 2. A classification of bereavement reactions 


By C. MURRAY PARKES 


This is the second of two articles in which 
the reaction to bereavement of 115 psychiatric 
patients (twenty-one of whom were inter- 
viewed by the writer) are studied. All of these 
patients came to the Bethlem Royal or Mauds- 
ley Hospitals with psychiatric illnesses which 
had come on within 6 months of the death ofa 
parent, spouse, sibling or child. In Part 1 it 
was shown that all save one of the patients 
interviewed (the interview series) were suffer- 
ing from atypical forms of grief. Comparison 
with studies of unselected bereaved ‘normals’ 
revealed that in our study, whilst none of the 
principle features of typical grief was perma- 
nently absent, these features might be pro- 
longed or delayed or particular aspects of 

om exaggerated. 

E Pings will here be related to the 
results of earlier studies and a classification of 
bereavement reactions will be attempted. ^ 

In the present state of our kw Ro. d 
not possible to make a comprehensive c y 
fication of all the varieties of reaction to loss 
which may occur. Bereavement 15 à om 
stress and only a small proportion ol vs 
who suffer it are referred to à E pesada 
Thus there may be many reactions to "a ped 
ment which have not yet been reported and we 


must be content with trying to derive a frame- 


work into which can be fitted those cases 


i ur notice. 
which come to o I ! 
In reviewing the literature, most of which 


comes from psychiatric practice, the first im- 

ression is of a bewildering variety of reac- 
tions; these range from ulcerative colitis to 
mania, and from leukaemia to hysteria. One 
is tempted to think that there may be nothing 
specific about bereavement as a stressor and 
that the reaction to it may be entirely deter- 
mined by the personality and predisposition 


of the bereaved. That this is not the case, how- 
ever, is evident since grief and its variants all 
represent highly specific forms of response. 
They contrast with other more varied and non- 
specific responses and give rise to our first main 
subdivision of Bereavement Reactions into: 

I. The stress-specific grief response and its 
variants. 

II. Non-specific responses. 

The former occur only in response to the 
loss of a love object, but clinical evidence 
suggests that the latter can follow a variety of 
stressors or can even, in some cases, occur 
spontaneously. Moreover, whilst grief is the 
usual response to loss and its absence is indi- 
cative of psychopathology, the non-specific 
responses to be described are exceptional and 
are found in only a minority of cases.“ This 
second subdivision, therefore, must be re- 
garded as a mixed category in which grief, or 
one of its variants, is complicated by a non- 
specific reaction which may well be the main 
reason for the patient seeking help. 

Differentiating reactions in this way helps 
to clarify our thinking with regard to both 
symptomatology and aetiology since in the 
former type of reaction it is the nature of the 
loss and the peculiar significance which this 
may have for the individual which are likely to 
be important, whereas in the latter type other 
factors will probably be found and the loss 
may be no more than a precipitating factor. 

Whilst the clinical picture of typical grief is 
fairly clear there is little agreement concerning 
thetypes of variant which may occur; different 
studies have emphasized different entities and 


* Nevertheless, I shall attempt, in a future 
article, to show that even the typical grief response 
contains features which are not specific to object 
loss. 
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it is only when we compare the methods of 
selection of cases for these studies that the 
reasons for these discrepancies become appar- 
ent. The main difference is between studies 
which emphasize inhibition or absence of grief 
and studies, such as the present, in which in- 
tensification, prolongation and exaggeration 
of the whole picture of grief is the rule. It is 
not surprising, therefore, that those investiga- 
tions in which the method of selecting cases 
most closely resembles that of the present 
study contain the largest proportion of cases 
of exaggerated grief. 

In our classification these two main variants 
of grief will be called the inhibited type and 
the chronic type respectively. There remains 
one more type in which an inhibited reaction 
is followed by a typical or a chronic one, this 

, 15 the delayed type. 

The non-specific or mixed reactions fall into 
no easy subdivisions and probably cover the 
whole range of stress disorders. Of particular 

* note are psychosomatic illnesses, certain 
psychoneurotic syndromes and affective dis- 
orders not resembling grief. 


This classification of bereavement reactions 
can be summarized: 
I. The stress-s 
its variants: 
(1) Typical grief. 
(2) Chronic grief. 
(3) Inhibited grief. 
(4) Delayed grief, 


pecific reactions—grief and 


II. Non-specific and mixed reactions. Any 
of the above along with : 
(1) Psychosomatic reactions. 
Q) Psychoneurotic reactions. 
_ G) Affective disorders not 
grief. 


(4) Other conditions. 


resembling 


L THE STRESS-SPECIFIC GRIEF RESPONSE 
AND ITS VARIANTS 


(1) Typical grief 


ccur following a major loss at 
t among the very young and the 


This may o 
any age excep 


old when the overt manifestations of grief 
seem to be less apparent (see below). ] 

Typical grief is characterized by the — 
after a brief period of numbness, of attacks - 
yearning and anxiety alternating with ed 
periods of depression and despair. The rain 
is preoccupied with thoughts of the dead pm 
son who is commonly felt to be present. These 
features, along with the associated symptoms 
of insomnia, anorexia, irritability and social 
withdrawal, soon begin to decline in intensity, 
although they may return from time to time at 
anniversaries or other reminders of the loss. 

Since these features, and the studies fom 
which they are derived, have already been dis- 
cussed in Part 1, no further reference need be 
made to them here. 


(2) Chronic grief " 

This was the commonest form of grief 1n 
the present study, being found in twelve „ae 
twenty-one patients interviewed. It has i ya 
reported in the literature most fregen X^ 
young and middle-aged adults, particula 
women, and in adolescents. In it all the pio 
features of grief are present as described ie 
and some or all ofthem tend to be particular y 
pronounced. The reaction is always gone 
and the general impression is one of deep 2! i 
pressing sorrow. There may be some d 
on the part of the sufferer to inhibit the. ee 
expression of his feelings by avoiding rem!n s 
ers or attempting to deny the loss but these a 
only transiently successful and it is mE 
istic of these patients that they are repeate y 
overwhelmed by their yearning and despair. " 

The first to describe this kind of syndrome 
was Anderson (1949) who studied 100 za 
reaved adults who attended the Bu 
Centre at Sutton Hospital during 1949 a 
Unfortunately no further details are given dy 
his criteria for including patients in this erii 
So that the figures which he gives are of dou?” 
ful value, He coined the term ‘Chronic Gri o 
which he describes as, “a chronic illness, "s 
marked as to resemble an acute one’. This ty 
found in fifty-nine of his cases and it is clear 
the condition which we have described. 
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Another investigation which confirms these 
findings was carried out by Wretmark (1959). 
He studied twenty-eight adult patients (twenty- 
six of them women) who sought psychiatric 
advice at the Central Hospital, Linkoping, in 
Sweden, because of ‘symptoms that had 
developed in an immediate time relationship 
to the loss (by death) of a relative’. Depres- 
sion played a large part in these illnesses (eight 
had suicidal tendencies) and most of them 
showed in intense form the symptoms of 
typical grief. 

Lindemann (1944), in his classical study of 
101 bereaved persons, found ‘agitated depres- 
sion’ with tension, agitation, insomnia and 
guilt, sometimes leading to suicide, in ‘only 
a small fraction’ of his series. It seems likely 
that this is the chronic grief which other 
workers have found so frequently and it is not 
clear why it was uncommon in Lindemann’s 
series. Most of his patients, however, seem to 
have been seen within a few weeks of bereave- 
ment and his paper is concerned with the 
symptomatology and management of acute 
grief’, rather than with the long-term effects of 
the loss. It is possible, therefore, that the 
bereaved patients who attended his E 
clinic" represent a different population D 
the bereaved patients attending other types o 

iatric clinic. E . 
nei results have been rn bs 
two other studies, both of which re e o 
bereavement in late childhood and a m 
cence. Keeler (1954) examined peo ; ild- 
ren over the age of 6 admitted to the a pe 
Hospital with psychiatric illnesses whic p 
come on following the death of a sora = 
of them still had symptoms of typical grie 
which had been present since the time of the 
bereavement. Clarke (1961) found that the 
death of a parent or sibling was a precipitating 
factor in the delinquency of thirty-eight out of 
500 boys admitted to a Remand Home. 
Describing the behaviour of these boys he 
says: ‘Instead of the normal self-limiting grief 
reaction, there was a prolonged working over 
of the bereavement experience. . . . After many 
months the deceased was still the focus of the 
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perceptual field to the detriment of its other 
contents. Similar preoccupation with the 
memory of the dead person was the rule 
among our patients. 

As in the present study accessory symptoms 
occurred in some of the cases reported. Guilt 
appears to have been a common symptom in 
both Lindemann's and Anderson's studies and 
is reported by Wretmark in eighteen of his 
twenty-eight cases. In the present study it was 
a feature of seven of the twelve patients inter- 
viewed who showed chronic reactions. Four 
of Wretmark’s cases also showed the pheno- 
mena of identification (symptoms resembling 
those suffered by the dead person during his 
last illness) which have been described in five 
patients in the present study. 

As has been pointed out the adolescents 
studied by Clarke had all been placed in a 
Remand Home for delinquent behaviour fol- 
lowing a bereavement and aggressive or delin- 
quent behaviour was also the commonest cause 
of the admission of Keeler's cases. It seems 
to be characteristic of this age group for the 
resentment and anger, which are common 
enough components of the chronic grief of 
adults, to be expressed in delinquent acts. 

One case from the present series will be 
described*to illustrate the clinical picture of 
chronic grief: 


Case G. A retired tram instructor aged 67 
suffered from severe grief after the unexpected 
death of his wife during an attack of asthma: ‘ For 
a few days I didn't know what to do. He made 
all the funeral arrangements but as soon as it was 
over shut himself up at home and refused to see 
anybody. He blamed his children, remembering 
little ways in which they had hurt their mother in 
the past, blamed the hospital for allowing his wife 
to die and blamed himself for sending her there. 
He was filled with remorse for not being a better 
husband although other informants said that he 
had coaxed and coddled his wife throughout their 
married life. She had been irritable with him and 
with the children and had been subject to a variety 
of neurotic symptoms but he idealized her memor 
and said: ‘No man could have wished for a better 
wife.’ Preoccupied with her memory he often felt 
as if she was in the house, From time to time he 


16 C. MURRAY PARKES 


thought he heard her and would speak to her 
although he knew she was not really there. He 
slept badly, ate little and lost nearly two stone in 
weight. : 

This situation became, if anything, slightly 
worse during the seven months following the 
bereavement. His son persuaded him to accom- 
pany him on a trip abroad but he became tense 
and agitated and came home early in a very 
depressed state. He was irritable and forgetful, 
caring fastidiously for his home and crying pro- 
fusely whenever reminded of his loss. He lost 
interest in external pursuits and when he attended 
meetings of the local council would lose his temper 
and upset his fellow councillors. He felt that he 
no longer had any purpose in life. 

Ten months after his bereavement he was 
admitted to hospital. After discussing his bereave- 
ment at length with the psychiatrist and being 
encouraged to take part in the ward activities he 
made a gradual improvement, regained his inter- 
est in things around him and no longer regarded 
the future as hopeless. 


(3) Inhibited grief 

In this type a large part of the total picture 
of grief is said to be permanently absent and 
the patient may show little reaction to the 
death. Most investigators seem to agree with 
Deutsch (1937), however, that 'every un- 
resolved grief is given expression in some 
form’, and various formes fruste of the typical 
reaction occur at some time or other following 
the loss. 

No examples of this type of reaction have 
been found in the present study, due probably 
to the age and method of selection of the cases. 

Inhibited reactions have been most com- 
monly reported in children under the age of 5 
but there are also two studies of adults, one of 
which deals exclusively with geriatric patients, 
in which the emphasis is on inhibition of 
grief, 

_ Unfortunately there have been no systema- 
tic studies of the effects of loss by death during 
the first 5 years of life; there have, however, 
bie a of other types of separation, 
Ds © en reviewed by Bowlby (1951 

» 1961) who holds that, whilst the 
mourning of young children follows the same 


general sequence as that of adults, it € 
ally takes a course which in older child ren an 
adults is regarded as pathological'. In young 
children the manifestation of grief is relatively 
brief and overt pining for the lost parent 
seldom lasts for more than a few weeks. So 
far from beinga healthy sign, however, Bowlby 
believes that this apparent recovery often 
masks ‘strong residual yearning for and — 
with the lost object, both of which [jer 
ready for expression, at an unconscious level. 
These are manifested in the form ol e 
clinging and possessiveness, irritability. Je E 
and temper tantrums. In some cases the c "^ 
may become incapable of deep attache 
and violent or antisocial behaviour may v 
tinue to give trouble for years. Recent stu e 
(reviewed by Bowlby, 1961) suggest that sí x 
forms of depressive illness in later life an e 
attributable to losses in carly childhood ara 
variety of neuroses and personality disord 
have been referred to this cause. J 
A classical paper connecting absence 
grief with later mental illness 15 sagt 
Deutsch (1937), who described ipe 
patients in her psychoanalytic Prague” po 
were said to have shown no affective rene th) 
at the time of the loss (in three cases by ng 
of a parent. In these cases the id $ 
occurred during childhood and the four c Due 
ren had reacted in very different met 
had shown no reaction at the time but [un a 
rent depression had started at puberty» _ 
second had never shown much cep t 
tion but had repeated her mother's last sation 
year after year in the form of identi n 
symptoms. The third had represse ashe 
memory of the mother who had died en at 
was 5 and had expressed no sorrow but ha at 
the same time, become dull, apathetic ie: 
affectless: * The condition for the pum 
suppression of one group of affects wa urth 
death of the entire emotional life.’ The for í 
patient, unable to express her own piis t 
divorce of her parents, had a neurotic nee . 
seek out situations in which she could ini 
ously share the grief of others. She had paie 
over-controlled and capable of affectio 


cessive 
ralousy 


hild 


ar 
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love relationships only when they could not 
be realized. 

Whilst the first of these cases could be 
regarded as an example of the delayed reac- 
tions to be described, in the remaining three 
the grief was never expressed to the fulland the 
patient succeeded, at great cost, in perma- 
nently postponing its expression. Clearly the 
patients described by Deutsch would not have 
been included in the present study either 
because of their youth or because of the lapse 
of time between the death and the onset of 
the symptoms. 

Brief reference to the bereavement reactions 
of young children in a normal population 
has been made by Marris (1958) and Glover 
(1941). Both describe a variety of responses, 
several children showing little or no emotion 
at the time of the death of a parent. Unfor- 
tunately their cases were not followed up so 
that it is not possible to find out if the lack of 
response was permanent. 

Similarly, geriatric patients were unlikely 
to be included in the present study since few 
patients over the age of 65 are admitted to the 
joint hospitals. Whilst there is evidence oe 
depressive illnesses in old age may be SR 
by bereavement(Kay, Roth & Hopkins, 3» a 
systematic studies of bereaved geria! , 
patients suggest that there is not norma y 
much overt affective disturbance following 

rez nent in this age group. 
gc Williams & Prados who made : 
special study of the problems of is inae 
(1951) were struck by the absence O od 
grief in twenty-five bereaved patients (only 
one of them a man) between the ages of 53 and 
70 years who attended the Old Age Camel: 
ling Service at McGill University during 
1948-51. The memory of the dead person was 
idealized, sometimes in a bizarre fashion, and 
irrational hostility was often observed; but ex- 
ressions of guilt or self-blame were rare. Most 
of the patients were suffering from a somatic 
illness the type varying from case to case. 

Some confirmation of Stern’s findings comes 
from a study by the writer (Parkes, 19645) of 
the case records of unselected widows regis- 
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tered with general medical practitioners in the 
London area. This showed that widows under 
the age of 65 consulted their G.P.'s for help 
because of psychiatric symptoms twice as 
frequently during the first 18 months after 
bereavement as they had done during the pre- 
ceding 2 years; over the age of 65, however, 
there was no such increase (P = 0:02). 
Similarly, the amount of sedation prescribed 
increased by 500% in the under-65 age 
groups whereas there was no change in the 
sedation prescribed for the over-65 age group 
(P = 0:03). 

Stern has suggested that the affective dis- 
turbance of grief is somehow ‘channelled’ 
into the form of somatic symptoms, in other 
words, that these symptoms are affective equi- 
valents. Cumming & Henry (1961), on the 
other hand, having interviewed 279 Kansas 
adults aged 50-70, believe that a process of 
‘disengagement’ takes place at about the age 
of 65 and that ‘With age occurs a mutual 
severing of ties between a person and others in 
his society’, so that events such as loss of a 
husband are less traumatic than in younger 
age groups. In my own above-mentioned 
study there was a slightly greater increase in 
the consultation rate for physical illness in the 
over-65 age group than among younger 
patients so that some support is given to 
Stern’s hypothesis—but the difference did not 
reach statistical significance (P = 0-15). 

From the foregoing it may be concluded that 
inhibition of grief is a characteristic of the 
very young and possibly of the old. It is 
difficult to say what the long-term effects of 
this may be in old age; no follow-up study has 
been attempted and in any case the expecta- 
tion of life is such that a long follow-up would 
not be possible. Nevertheless, one would like 
to know more about the duration of these 
reactions and about the adaptation which is 
eventually made. 

The only study of young and middle-aged 
adults in which the full manifestation of 
grief may have been permanently inhibited is 
one carried out by Stern & Lariviere (1957). 
These authors described thirty-eight patients 
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admitted to the Institute Albert-Prevost in 
Montreal after a bereavement. Their most 
surprising finding was an overt lack of depres- 
sion or anxiety amongst their patients, the 
majority of whom were said to be suffering 
from “dépressions vitales”, with symptoms 
such as fatigue, insomnia, anorexia and loss of 
weight. Others had phobic or _obsessive- 
compulsive states without free-flowing anxiety 
and a few were diagnosed as conversion- 
hysteria, personality disorders and psychoses. 
The authors do not discuss their criteria for 
the inclusion of cases in the series, and, since 
some were clearly suffering from pre-existing 
conditions which were aggravated by the 
beareavement and others were included after a 
a link between the bereavement and the illness 
had been ‘uncovered’ in the course of psycho- 
therapy, they seem to represent a different 
type of patient from those included in the pre- 
sent study. Nevertheless it is surprising that 
there were no patients in the present series 
who showed the ‘ dépressions vitales’ described 
by these authors, 

It may be that in this study, and in the other 
Studies described here, we are not justified in 
speaking of ‘permanent? inhibition of grief, 
Perhaps with the passing of time all Stern’s 
cases would have expressed their grief in full 
and the same may be true of the reactions of 
childhood. Without a long follow-up the dis- 
tinction between ‘Inhibited? and ‘Delayed’ 
grief is hard to make and small numbers of 
cases have been found by Anderson and 
Lindemann which could be placed in either 
Category, Probably there is no absolute dif- 
ference between the two types, which simply 


represent different degrees of ‘successful? 
defence. 


An indirect conse: 
has been postulate: 
(1965). They carri 
the families of 
and state: ‘Each 
Cope with loss, , 
with incomplete 
bereft family mem 
abandonment in 


quence of inhibiting grief 
d by Paul & Grunebaum 
ed out a series of studies of 
patients with schizophrenia 
family studied was unable to 
: + A parent’s denial of loss 
mourning sensitized the 
bers to increased dread of 
relation to each other. It 
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appears that one or both parents paste 
selected the patient to replace say s ae 
thus coping with their need to fil ee 
created by the loss.’ This type of € E 
of another for the lost person is probably : 
uncommon (Eliot, 1943) and since its ap 
quences for the substitute object may 
serious, require further investigation. 


(4) Delayed grief n 
This takes place when a typical or a 1 
reaction occurs after a period of delay e na 
which the full expression of grief is intu - 
Sometimes the delay is simply an bent = 
the period of numbness which is ipe iae 
feature of typical grief but more often 
this is absent. sei 
As described in Part 1 there wen 
patients in the present study whose gy heir 
delayed for more than 2 weeks after 
bereavement. . we 
Cases of delayed grief are mentioned bn 
studies of Lindemann (1944), Anderson : pe 
and Wretmark (1959). Lindemann f a 
regards them as the principal form ol are in 
logical variant of grief. He describes c? aan 
which the reaction was postponed for pe 
years and only experienced when some Ent 
loss called to mind the earlier one. Fo 
patients ‘may, upon exploration, be who 
preoccupied with grief about a person 
died many years ago’. A" 
ae dice id a variety of 
torted reactions which are said to € of 
period of delay. These are often not goth 
conspicuous enough in themselves to cau They 
patient to seek psychiatric attention. ivity> 
include such features as aimless i aser 
identification symptoms, social iso er 
furious hostility towards a specific p itive 
associated with the death and self-pun the 
behaviour. All of these features, SR ae 
exception of the first, have been found "ds cin 
form in the present series but never repla five 
the grief or occurring before it. Thus mp 
patients in the interview series showed SY 108 
toms resembling those suffered by the tion 
person during his last illness (identifica 
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symptoms), but in none of these cases had the 
reaction been delayed for more than two weeks 
(see Table 3 in Part 1), and in no case had the 
identification symptoms come on during the 
brief periods of delay which had occurred. 
(Krupp has described the grief of five cases of 
bereaved patients with identification symp- 
toms in a private communication. In two of 
these the symptoms had come on during a 
period of delay and in three there had been no 
delay.) Similarly, one patient who had lost his 
wife and two children in a bombing incident 
and had himself received a severe head injury 
became persistently depressed, socially iso- 
lated and feckless. But these symptoms came 
on after severe grief and did not seem to 
replace it (there was evidence of residual brain 
damage in this case). Hostility towards others 
associated with the death was common enough 
in our series but there was no evidence that 
those who expressed such ideas were inhi- 
bited or any less depressed and guilt-ridden 
than the ones who exhibited no such hostility; 
in fact, as already stated, all of the patients 
interviewed who expressed hostile ideas also 
admitted to feelings of guilt and self-blame. f 
Anderson mentions inability to cry as indi- 
cating severe guilt and all of the eight patients 
in the present series who had this i 
expressed ideas of self-blame. On the O 
hand, their guilt was not strikingly ie 
severe than that of most other patients an it 
i inability to cry Was also 
did appear that ina y Flop di 
related to ‘numbness’ and to difficulty : 
i f loss’. Thus severai 
accepting the perde during the period 
patients were unable to cry during i E 
of numbness but were subsequently able to 


es not possible to tell how frequently these 


delayed reactions Were found in either Linde- 
mann's Or Anderson's series since neither 
author gives any figures. Wretmark, however, 
indicates that in twelve of his twenty-eight 
cases the reaction had been delayed for two 
weeks or more. This is little different from the 
eight out of twenty-one patients in the present 
study who showed a similar delay. 

To sum up, there is no reason to regard any 


of the accessory symptoms described by 
Lindemann as peculiar to delayed reactions. 
Guilt, difficulty in accepting the fact of loss, 
social isolation and outbursts of elation or 
hostility seem to be associated, in varying 
degree, with several types of grief and, in the 
present study, identification symptoms were 
not associated with delayed reactions at all. 

In discussing the management of bereaved 
patients Lindemann's main concern is to 
encourage the full expression of the repressed 
grief and one gains the impression that in his 
view, once the defences against grief had been 
removed the affective disturbance will follow 
its usual course towards resolution. That this 
is not necessarily the case, however, is borne 
out by the present study in which all the eight 
patients whose grief was delayed subsequently 
developed chronic reactions. There is, of 
course, evidence of defensive processes playing 
a part in the illness of all bereaved patients but 
the impression given by the present study is of 
fruitless attempts to restrain the intensity of an 
overwhelming affect rather than of the mal- 
adaptive suppression of a healthy affect. In 
the circumstances it is not surprising that 
Lindemann did not find the small number of 
cases of ‘Agitated depression’ in his series 
amenable to psychotherapy. 


II. NON-SPECIFIC AND MIXED REACTIONS 


These comprise a mixed bag of conditions 
which can probably be precipitated by a 
number of stressors and situations of which 
bereavement is but one. The justification for 
including them here is that in the examples to 
be discussed there is reason to regard the 
bereavement as a necessary though not an 
essential cause of the illness which followed it. 
The evidence for this view is derived partly 
from the literature and partly from the present 
study but in no case is it conclusive. Much 
more work needs to be done to establish the 
full range of reaction to bereavement and to 
find out what other factors determine a par- 
ticular response. 

The symptoms to be described usually start 
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at the same time as those of the stress-specific 
grief, which may itself take any of the forms 
described above. No special relationship was 
found between any particular type of non- 
specific reaction and any particular type of 
grief but in view of the small number of cases 
in each category this may not mean that no 
such relationship exists. 

Just as there is a tendency for grief to 
recur at the time of anniversaries and other 
reminders of the death, it has been claimed 
that non-specific neurotic and psychosomatic 
symptoms may also occur at these times 
(Brewster, 1952; Stern & Lariviere, 1957). 
Since the origin of these symptoms may only 
be disclosed by careful and exhaustive psycho- 
logical examination, however, itis not possible 


to say how frequently this concurrence takes 
place. 


(1) Psychosomatic reactions 


Evidence for an association between be- 
Teavement and somatic illness comes from life 
tables which show an increased mortality for 
many types of illness among widows and 
widowers (Kraus & Lilienfeld, 1959). In a 
recent study Young, Benjamin & Wallis 
(1963) showed that this increased mortality is 
greatest during the first 6 months after 
bereavement. They regard a ‘desolation effect’ 
(i.e. grief) as probably an important cause of 
the increase. My own study of the case 
records of forty-four unselected London 
widows reveals a significant increase in the 
Consultation rate with the general practitioner 
during the same six month period, and this 
increase remains when Consultations for seda- 


tives, tonics and Psychiatric 
symptoms are 
excluded (Parkes, 19644). ne 


The number of Physical symptoms and 


have been attibuted to 
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losses were interpreted by him as “threatened”, 
"symbolic? or ‘unconscious’, being communl- 
cated by slips of the tongue, and so on. It is 
clearly necessary for more refined methods of 
assessing ‘symbolic’ or “unconscious” loss to 
be developed before the significance of 
Schmale’s claims can be ascertained. 

Marris’s widows reported a wide variety of 
physical symptoms which they claimed had 
come on since their bereavement. All were 
common symptoms, however, and it seems 
likely that over a period of 2-3 years most of 
them would be found in any series of seventy- 
two middle-aged women. Most of the 
bereaved geriatric patients described by Stern 
et al. (1951) were suffering from somatic ill- 
nesses and the onset of these was often clearly 
related to the time of the bereavement. They 
include such conditions as arthritis, bronchi- 
ectasis, ‘diarrhoea’ and ‘precordial pain ^ but 
controlled studies are needed to establish & 
causal relationship. 

Other conditions for which bereavement 
has been held responsible include ulcerative 
colitis, asthma, rheumatoid arthritis and the 
reticuloses. Thus an interest in bereavement 
was aroused in Lindemann by his discovery 
that in twenty-six out of forty-five patients 
with ulcerative colitis a close time relationship 
seemed to exist between the loss of an import“ 
ant person and the onset of the illness (Linde 
mann, 1945, 1950). McDermott & Cob 
(1939) found that six out of fifty cases © 
asthma first came on following the death «i 
severe illness of a loved person. Lindeman! 
(1944) adds rheumatoid arthritis to the ia 
but without figures to support the gan 
Finally, Greene ef al. in a series of paper’ 
(1954, 1956, 1958) concluded that loss ortho 
of loss of a love object is a cause of retic" o 
endothelial disease. They found evidence yé 
such losses in seventy-eight out of eighty- a 
patients at the time of onset of a leukacn 
Whilst the figures given in these and the gih 
studies which have been described do sue? y 
that these conditions may be caused A 
bereavement, in the absence of controls ” 
definite conclusion can be drawn. 
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One investigation which does make use of a 
control group gives equivocal results. This 
was carried out by Imboden, Canter & Claff 
(1963) who studied 500 normal adult em- 
ployees at Fort Detrick, Maryland. They 
found that 25-7 % (117 employees) reported 
some illness, separation or divorce at the time 
of interview or a death within the last year in 
a parent or close relative. Comparing the 
‘Separation’ Group with 100 controls selected 
at random from the remainder they found no 
significant difference in the number of clinic 
visits among the separated (2-1 visits/patient) 
and non-separated (1-9 visits/patient) patients. 
There was, however, a significant increase in 
the Cornell Medical Index (P < 0-001) in the 
‘Separation’ group. But within this group 
C.M.L scores were higher after losses of dis- 
tant relatives than losses of close ones and 
higher among patients who had lost a relative 
more than seven months ago than among 
those who had lost a relative during the last 
seven months. Both of these findings go 
against the hypothesis that separation was a 
cause of the raised C.M.l. score and the 
writers suggest that they may reflect the 
‘reporting characteristics’ of the subjects. 

The weakness of this otherwise excellent 
study lies in the selection of cases for pipes 
in the ‘Separation’ group. Thus in sixty-two 
out of 117 the ‘separation’ was no more than 
an illness in the family, only seventeen had 
lost a parent by death during the preceding 
year and none had lost a spouse. 

Since patients are seldom referred to the 
Bethlem Royal and Maudsley Hospitals for 
treatment of psychosomatic conditions it is 
not surprising that few cases were found in the 
present study. In fact only one of the con- 
ditions usually regarded as psychosomatic 
occurred among the patients interviewed by 
the writer. This was an attack of urticaria 
which came on the at the same time that a man, 
who had had a delayed reaction to the death 
of his wife, began to express his grief. 

There were several patients in the case-note 
series who developed psychosomatic condi- 
tions. These included two who Rádattacks of 
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rheumatoid arthritis, one with asthma and 
several with ‘nervous rashes’. In all these 
cases, however, there were stressors apart from 
the bereavement which might have contri- 
buted to the onset of the symptom. 


(2) Psychoneurotic reactions 


Quite apart from ‘identification symptoms’, 
which are a special kind of hypochondriacal 
symptom specific to grief, the preoccupation 
with thoughts of death and disease which 
commonly occurs in the bereaved seems to 
predispose susceptible persons to develop 
hypochondriacal symptoms, phobias of death 
or major illnesses, obsessional preoccupations 
and/or depersonalization. 

Stern & Lariviére (1957) found that fears of 
death, fears of poison or avoidance of dirt 
were common symptoms in their series of 
thirty-eight psychiatric patients, and Ander- 
son (1949) claims that 7 %, of his cases were 
suffering from * obsessional tension states’. 

It seems likely that many of the 135 patients, 
described by Roth (1959), who developed a 
phobic aversion to leaving familiar surround- 
ings and depersonalization following a variety 
of psychological traumata, could be included 
in this category. In fact 37 % of the illnesses 
of his patients are said to have followed closely 
on a bereavement or a sudden and serious 
illness in a close friend or relative. 

In the present study hypochondriacal symp- 
toms were common and seemed usually to 
stem from the autonomic disturbances which 
accompany grief. Thus patient Q complained 
of ‘nervous bubbly feelings in her stomach’ 
and ‘trembling in her legs’ which were aggra- 
vated by reminders of her dead brother; 
patient F complained of breathlessness and 
choking sensations which were worse at the 
time when her dead husband would normally 
have returned home from work; and patient O 
complained of a dry throat and palpitations at 
night associated with feelings of loneli- 
ness. 

The phobic panic attacks which occurred in 
six interview cases have already been described 


in part 1; they were.usually-asseeiated-with à 
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personal fear of death and were brought on by 
reminders of loss, death or violence. But 
they did not differ from the panic attacks 
which commonly occur in phobic patients 
whatever the aetiology of the phobia. 

Frank obsessional symptoms were the main 
symptom in only one case. In this patient 
erotic and aggressive ruminations began ob- 
truding into her thoughts 4 weeks after the 
death of her mother. She subsequently 
developed a chronic obsessional neurosis with 
compulsive rituals which occupied her waking 
hours and were not relieved by leucotomy. 

Three patients were depersonalized at some 
time during the course of their illness, but this 
symptom was not a prominent one and 
seemed to consist of no more than an exag- 
gerated form of the ‘numbness’ which has 
been described. Unlike the patients described 
by Roth, there was no evidence of phobic 
anxiety until after the depersonalization had 
passed off and the patient was able to 
experience grief, 

There is much to be learned from a close 
study of cases such as these about the nature 
of bereavement and the Psychoneurotic symp- 
toms which follow it; but the issues are com- 
plex and the evidence available does not yet 
justify further generalization. 


(3) Affective disorders not resembling grief 


Into this category fall certain cases of 
anergic depression and mania which bear no 
resemblance to grief although they may 
replace it. 

Without wishing to take part in the long- 
Standing controversy concerning the classifi- 
Cation of the depressions, it is worth noting 
that the so-called ‘endogenous’ (anergic or 
Tetarded) form of depression has rarely been 


en following bereavement. Thus An- 
erson diagnosed “anergic depression’ in onl 
4% of his cases a » 


O nd other authors make no 
mention of the condition. 
In the present s 
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Rather more surprising a sequel of ee 
ment is mania. This is a rare occurrence = 
no large series has yet been published; a * 
cases, however, have been described y 
MacCurdy (1925), Lagache (1938), xr 
fous-Sérieux & Ey (1938) and Abely 
Leconte (1938). Between them these am 
include thirteen patients all of whom om: 
loped symptoms of typical mania €: 
days of a major bereavement. In at least ie 
cases there were times when the patient ee 
delusions of the persisting life of the pa 
person and several of them carried on € 
versations with him. 

One patient in the present study who had 2 
typical manic illness will be described. 


> with 

She was a spinster of 38 who lived at home wis 
her parents. A pampered, overprotected B ee 
was very attached to her married sister, "r^ 
who lived nearby. When Bessy became pales 
family did not tell the patient she had ew 
because they feared ' the shock would be too put 
for her’. After the death she cried for a while vi 
afterwards *1 did not give her another ae 
Her father, however, became depressed ad to 
‘started talking nonsense’. He eventually et 
be admitted to an observation ward and at p a 
the same time another sister was admitted s 
general hospital with a recurrence of the P ome 
tive colitis from which she had suffered for cite 
time. Four days later our patient became - 
overactive and elated. She started trying O con 
clothes of her dead sister and carrying On ital 
versations with her. She was admitted to Lee it 
and showed typical manic thought dioi 
flight of ideas, distractibility and great dum an 
talk. At times she spoke of her dead en ner» 
said, * Bessy's dead, but no, God hasn't take static 
she's here’, At other times she became ee 
and made obscene advances to hallucinat?. n 
Bessy's husband. Subsequently the piv f 
gradually improved and she settled into 2 $ 
chronic hypomania. 


e 

In this case the sister’s death was only ^ 
among several stresses which probably ©, 
tributed to produce the manic illness. {0 
however, the illnesses and admission” be 
hospital of father and remaining sister C4” as 


A ee 
regarded as other forms of loss it $ 
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reasonable to regard this case as a bereave- 
ment reaction. 

No cases of frank mania have been reported 
by Lindemann, Anderson or Wretmark in 
their studies of bereaved psychiatric patients, 
but Anderson does mention ‘bursts of elation 
and triumph interspersed in a background of 
depression’ and two examples of this were 
found in the main series. One, a woman, had 
uncontrolled attacks of laughter after a cat 
walked out of the room which contained her 
mother’s body. She had been told that a cat 
will eat the face of a corpse. This case is not 
quite typical because the patient denied feeling 
elated even when laughing. 

The other, also a woman, had three brief 
episodes of hypomanic elation in the course 
of chronic grieving for the loss of her husband. 
Two episodes occurred whilst she was taking 
drugs (Chlorpromazine and Iproniazid) and 
the third when she was told by some friends 
that her husband was ‘always with her’. 
Following each of these episodes she soon 
returned to her usual depressed state. 


(4) Other conditions 
Schizophrenia-like pictures have been de- 
scribed by Lindemann (1944) and by Stern & 
Lariviére (1957), but several of the examples 
they give could be regarded as cases of 
affective disorder and in others the relation- 
ship to the bereavement is by no means Pe 
No examples were found in the main series © 
the present study and although there Were 
eight cases in the subsidiary series in whom 
typical schizophrenic symptoms came on 
within 6 months of a bereavement, it 1s pos- 
sible that this might be a chance occurrence. 
As was shown in a previous paper (Parkes, 
1964) 15 % (481 out of 3111) of non-bereaved 
admissions to the joint hospitals during 1949— 
51 were diagnosed ‘Schizophrenia’ compared 
with only 8% (eight out of ninety-four) of 
bereaved admissions. 

Although Anderson (1949) states that 
‘homosexual dreams and behaviour’ may 
occur, he does not include such cases in his 


diagnostic classification or cite any case 
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material. No examples of sexual deviation 
were found among the patients in the present 
study. 

Relapse in chronic alcoholics is commonly 
related to environmental stress and it would 
be surprising if bereavement was not an occa- 
sional cause of this. In fact there were thir- 
teen patients in the whole series who had 
alcoholic episodes and five of these subse- 
quently developed Korsakov's Syndrome. 


CONCLUSIONS 


This account of the various reactions to 
bereavement is not complete. No doubt 
further research will add to their number and 
clarify the relationship between those which 
have been described. One of the first require- 
ments is a study which will establish clearly 
the sequence and duration of the features of 
typical grief. 

Whilst the occurrence of depression as a 
prominent symptom at some stage or other 
of most forms of grief has justified placing 
grief among the reactive depressions, grief 
does not fit readily into any of the orthodox 
diagnostic categories. As Anderson (1949) 
has pointed out, patients suffering from grief 
and its variants show very different clinical 
pictures at different times in the course of the 
reaction. Thus, if seen during the period of 
numbness or delay they may show a general 
flattening of affect; during a period of yearn- 
ing they may be agitated, restless and anxious; 
whilst at other times they are depressed, 
apathetic and withdrawn. The presence of 
identification symptoms may lead to a diag- 
nosis of hypochondriasis or hysteria and mixed 
pictures further complicate the issue. 

If, however, we accept grief and its variants 
as a diagnostic group, distinguished by aeti- 
ology, psychopathology and symptomatology 
from other illnesses, the diagnosis is seldom 
difficult to make. The patient is usually pre- 
occupied with and well aware of the nature of 
his feelings and even during the period of 
delay there is a tendency for symptoms of 
grief to break through. In these cases the full 
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pieture is conspicuous by its absence, the 
patient and his relatives are surprised by the 
apparent lack of affect and are waiting for the 
“break down’ to occur. : 

If grief has been long delayed, however, its 
nature, when it finally appears, may not be 
obvious. The patient may have much difficulty 
in expressing his feelings or he may displace 
them on to an inappropriate object so that 
their real cause is only discovered in the 
course of psychotherapy. It is not yet certain 
how often apparently ‘unmotivated’ attacks 
of depression can be ascribed to delayed grief: 
nevertheless, there are some who hold that 
all forms of depression originate from grief 
and their theory is worthy of the fullest 
investigation. 

Another diagnostic problem may arise 
during the acute stage of grief when it is neces- 
sary to predict whether or not the condition is 
likely to become chronic. Two types of factor 
seem to be important; present symptoms and 
past history. From this study it seems likely 
that a particularly intense reaction with much 
self-blame and a great deal of difficulty in 
accepting the fact of loss will be followed bya 
prolonged reaction, but the predictive value 
of each of these factors Separately has not yet 
been established. Factors antecedent to the 
bereavement which are associated with a poor 
outcome will be discussed in a later paper. 
Most of them are easily assessed and relatives 
often expect the patient to ‘take it badly’. This 
Sometimes engenders a conspiracy of silence 
regarding the severity of the terminal illness so 
that when death occurs the surviv 


or is quite 
unprepared for it. 


the issues are likely 
- Even 
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are still a long way from explaining the in- 
crease in causal terms. We do not know, for 
instance, how psychological stress comes 10 
exert its undoubted influence on such condi- 
tions as ulcerative colitis and bronchial 
asthma and the intermediate variables in- 
volved in the ‘manic defence’ are the subject 
of much speculation. . 

Nevertheless, there are some who will object 
to the delineation of a separate category of 
non-specific bereavement reactions, or to the 
allocation of certain syndromes to this cate- 
gory on the grounds that the conditions 
described do in fact have a specific relation- 
ship to “object loss’ rather than a general 
relationship to ‘stress’. The onus however 
would seem to be upon them to demonstrate 
how it is that these conditions commonly 
occur after a variety of stresses which do not 
appear to be types of object loss. True a 
‘stress’ can only be defined in terms of its 
effects but so long as no specific relationship 
can be demonstrated between particular 
‘stressors’? and their effects the term would 
seem to be a useful one. 

Although this study has been concerned 
only with the effects of loss by death of a 
first-order relative there are many other forms 
of object loss and it remains to be seen how 
closely the reactions to these resemble the 
bereavement reactions which have been 
described. What evidence there is suggests 
that there are many points of similarity 
between the grief of the bereft and the 
reaction to loss of a home (Fried, 1962) or a 
limb (Fisher, 1960). Dying men are said to 
experience grief for the anticipated loss of all 
their love objects (Aldrich, 1963) and there is a 
growing emphasis among psychotherapists on 
the importance of helping the patient to 
express grief for the various losses which he 
has experienced during childhood and later 
life including the loss of his therapist at the 
end of treatment (see, for instance, Wetmore, 
1963). 

All of which leads us to suspect that, far 
from being an event of only marginal interest 
to the psychiatrist, grief may prove to be as 
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Important to psychopathology as inflamma- 
tion is to pathology. 


SUMMARY 


icm this article the clinical picture of the 115 
= caved psychiatric patients, whose grief was 
aca in Part 1, is compared with the reaction 
to bereavement of psychiatric patients described 
In other studies. 

A classification of bereavement reactions is 
derived: 


l. Grief and its variants. 

a Em grief. A complex but relatively 
readil ys reaction having a characteristic and 
Q) "t entifiable form and course. 
Wr et grief. An abnormal prolongation 
ao en of the typical form, frequently 
Geeta with ideas of guilt and self blame, 
delin ication symptoms and-or aggressive OT 

quent behaviour. 

.(3) Inhibited grief. A large part of the total 

e is lastingly inhibited but certain other 
ymptoms, some of which resemble aspects of 
Ps occur in its place. This type scems to be most 
WT. in the very young and the old. 

n } ) Delayed grief. This is a mixed form in which 
ypical or chronic reaction takes place after @ 
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period of delay which may range from weeks to 
years in duration. As with inhibited grief dis- 
torted forms may occur during the period of delay 
but there is no reason to regard them as peculiar 


to this form of grief. 


II. Non-specific and mixed reactions. 

These include a number of disorders which can 
probably be precipitated by a variety of stressors. 
They include: 

(1) Psychosomatic conditions, particularly ul- 


cerative colitis. 
(2) Psychoneurotic reactions, in which hypo- 


chondriacal, phobic or depersonalization symp- 


toms predominate. 
(3) Affective disorders not resembling grief, the 


most important being mania. 
(4) Other conditions include alcoholic episodes. 
It is hoped that this schema will provide a 
framework into which other types of bereavement 
reactions can conveniently be fitted. 
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Some metapsychological aspects of interpretation* 


By CLIFFORD YORKE} 


I. INTRODUCTION 


Interpretation as a technical device has such 
a central place in psychoanalysis that it is sur- 
prising that the literature contains relatively 
few formal accounts of its metapsychological 
status. Notable exceptions include Nunberg 
(1932) and Fenichel (1935, 1941). It is true 
that Rapaport (1953) has suggested that 
Psychoanalysis is far from being able to for- 
mulate a metapsychology of treatment and 
technique. Nevertheless, it may be profitable 
to assemble the bare bones of our present-day 
theoretical understanding of interpretation, 
to indicate the lines on which this knowledge 
may be extended by the insights of modern 
ego-psychology, and finally to try to suggest 
ways in which many of the contributions to 
this subject, scattered throughout an extensive 
literature, can be integrated. Furthermore, 
there seem to be cogent reasons, arising from 
the changed historical circumstances 1n which 
Psychoanalysts practise, why such a study 
Should no longer be delayed; and I shall begin 
by briefly discussing them. 
When psychoanalysis was $ 
Science, and met with little un X 
and much abuse, its practitioners necessarily 
* Worked in professional isolation. Indeed, on 
the occasion of what Freud (1910) called the 
first official recognition of psychoanalysis, in 
the first of his lectures delivered at Clark 
University, he not only emphasized — 
Parities between medical and psychoanalytic 
disciplines but stated categorically that it r 
not without satisfaction that he had iin 
that the majority of his audience Were no 


till a very young 
derstanding 
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T. Cassel Hospital, Richmond, Surrey. 


members of the medical profession. Equally, 
relations with academic psychology were no 
better. 

Today this is no longer the case. The abuse 
is muted and the threats to psychoanalysis less 
overt. Not only do many analysts work in 
close association with other medical colleagues 
and, particularly in the United States, hold 
influential academic and teaching posts in 
general psychiatry, but the growth of ego- 
psychology and the influence of analysed 
psychologists has done much to heal the 
breach with academic psychology. Even in 
Britain, where conditions are not yet so 
favourable, the process has been accelerated 
by the introduction of the National Health 
Service and seems likely to continue. 

An important consequence of these chang- 
ing circumstances is the increasing participa- 
tion by analysts in all parts of the world in 
various forms of psychotherapy. The develop- 
ment of psychotherapy in relation to psycho- 
analysis has been extensively examined by 
Glover (1960) and it would be superfluous to 
consider it here. What must be emphasized is 
the impressive diversity of techniques em- 
ployed. Moreover, this diversity is by no 
means a mere reflexion of obvious formal 
differences in treatment-settings, such as dis- 
tinguish group from individual therapies, for 
even with a similar formal framework there 
are considerable differences of belief and 
practice. 

The danger of confusing analytic techniques 
with other forms of treatment is unlikely to be 
serious where simple measures of counselling 
and support are concerned, whether practised 
by analysts or not. The same can be said of 
frank suggestion, especially since its theoreti- 
cal basis has received close attention from 
psychoanalysis from its earliest. days (e.g. 
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Ferenczi, 1909; Jones, 1923; Rado, 1925; 
Glover, 1931). The real difficulties arise with 
the so-called dynamic psychotherapies. On 
the one hand, there are analysts who, like 
Alexander (1944, 1953, 1954; Alexander & 
French, 1946; Alexander & Ross, 1952), assert 
that there is no fundamental distinction 
between psychoanalysis and their briefer 
dynamic techniques; on the other, there are 
those who, like Glover, insist that any kind 
of psychological treatment other than psycho- 
analysis is overt or covert suggestion. 

In the United States, the controversy, often 
centring on the Chicago (Alexander) and 
Washington (Harry Stack Sullivan) schools, 
has stimulated many valuable papers which 
help to clarify related issues. Among these 
are contributions by Berliner (1941), Bibring 
(1954), Eissler (1950, 1953), Gill (1954), Gitel- 
son (1951), Rangell (1954), Reider (1952), 
Stone (1951, 1954) and Waelder (1945). In 
Britain attempts to apply psychoanalytic 
findings to other interpretative psycho- 
therapies have received considerable impetus 
from work at such centres as the Cassel Hospi- 
tal and the Tavistock Clinic, though, with the 
exception of Malan (1963), few conclusions 
have so far been published. Similarly, an 
increasing number of British analysts, among 
them Ezriel (1950), Foulkes (1946 a,b, 1953)and 
Sutherland (1952), have contributed to the 
growing volume of literature on “group- 
analysis’ and group-analytic psychotherapy 
on both sides of the Atlantic. Finally, the 
need for an accurate assessment of results has 
been the subject of such recent studies as those 
by Malan (1959) in England and Wallerstein 
(1963) in the United States. 

The present writer shares the somewhat 
widespread view that psychoanalysis as a 
therapy is simply one of a number of treat- 
ment techniques based on psychoanalysis asa 
theory of mental functioning and human 
adaptation. However much the: 
may otherwise differ, the “dynamic” and 

interpretative’ psychotherapies have, osten- 
sibly, one procedure in common with psycho- 
analysis; namely, the use of interpretation. 
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Interpretation as a technical device has, of 
course, such a fundamental place in psycho- 
analysis that every other technical measure— 
including the analytic setting itself and the 
transference situation—is secondary to the 
creation of those conditions in which effective 
interpretation is possible. Furthermore, this 
privileged position is based on firm meta- 
psychological considerations. The danger, 
perhaps, for analysts who practise other forms 
of psychotherapy is that they may borrow a 
technical device, originally used only in a 
setting specifically designed to make it effec- 
tive, and use it in a context in which, on 
theoretical grounds, its employment has 
neither justification nor validity. 

This danger is not lessened by the compara- 
tive neglect of Freud’s prestructural contribu- 
tions to metapsychology (Freud, 1900, ch. 
vir, 1911, 19125, 19144, 1915a, b, c, 19174, b), 
a fact which Glover (1945, 1947, 1961) has 
repeatedly emphasized and which Rapaport 
(1960) has called ‘one of the most puzzling 
problems in the history of psychoanalysis’. 
Whatever the explanation, a consequence O 
this is that structural considerations tend to be 
emphasized at the expense of dynamics and 
economics, sometimes with the implicit as- 
sumption that the older topographical formu- 
lations have been entirely superseded. But if 
this circumstance is unfortunate for psycho- 
analysis it is no less so for those who try to 
bring Psychoanalytic insights to bear on other 
forms of clinical work. The fact is that, once 
freed from even the form of an analytic 
method, the need to conceptualize techniques 
in metapsychological terms is unlikely to seem 
so Imperative. 

The position is not made easier by the lack 
of agreement on what constitutes effective in- 
terpretation even within the formal frame- 
Work of the psychoanalytic method prope" 
This is especially true where matters of timing 
and depth are concerned and has been a source 
of controversy, particularly in England, sinc? 
Melanie Klein (1932), probably indepen” 
dently, revived a technique first advocated by 
Stekel (cf. Fenichel, 1945, p. 25). This seems & 
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further compelling reason for making a 
scrutiny of interpretation as a technical device 
in the light of Freud’s metapsychology. I 
want, therefore, to consider those changes 
which are bound to occur in the mental appa- 
ratus if interpretation is to lead to any eflect 
other than that of suggestion. 

There is one preliminary difficulty. Trans- 
ference interpretation in psychoanalysis has a 
status and authority accorded no other kind 
of intervention. It is therefore of some im- 
Portance to begin by considering certain 
relevant aspects of the theory of transference 
and the transference-neurosis. What followsis, 
for convenience, divided into three parts. The 
first consists of a brief survey of the theoretical 
concept of transference with special reference 
to the analytic situation. In this I shall keep 
largely to metapsychological considerations in 
order to pave the way for the section which 
follows. This takes the form of a discussion of 
those metapsychological aspects of interpre- 
tation which seem relevant for our present 
Purposes. Finally, certain questions are raised 
Which seem to me to confront us when we 
apply these theoretical principles to treatment 
Situations which may otherwise have little in 
common with psychoanalysis. 


II. SOME THEORETICAL ASPECTS OF THE 
TRANSFERENCE 

In this short theoretical summary special 
emphasis will be laid on the differences, in the 
Psychoanalytic setting, between spontaneous 
transference and the transference-neurosis. 
However, there are two preliminary points I 
Wish to make. The first is that some British 
analysts do not make this distinction and 


adopt a ansference, based on the 
pt a theory of tra ferent 


Work of Melanie Klein, which is very di 
from the classical view on which this presenta- 
tion is based. The second is that the account 
Which follows is mainly concerned with trans- 
ference in the psycho-neuroses and diges nat 
deal with those variations encountered, forex 
ample, in children, delinquents OT psychotics. 

Spontaneous transference in the analytic 
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situation is present from the beginning. It does 
not differ essentially from the spontaneous 
transferences of everyday life, both positive 
and negative. It is therefore a direct reflexion, 
by a process of simple displacement, of the 
current state of the patient’s object relations. 
It is true that these attitudes derive from the 
past, but their genetic roots are sometimes 
relatively remote. Accordingly, spontaneous 
transference lacks the specificity of the trans- 
ference-neurosis. 

Spontaneous transference is, however, en- 
couraged by the patient's illness, his wish to 
seek help and his ‘readiness for transference”. 
In this connexion Freud (1912a), in his paper 
on the dynamics of transference, pointed out 
that if someone’s need for love was not 
entirely satisfied by reality he was bound to 
approach every new person he met with 
‘libidinal anticipatory ideas”. This attitude, of 
course, plays an important part in the develop- 
ment of the transference-neurosis itself. 

Unlike spontaneous transference, the trans- 
ference-neurosis almost always takes time to 
develop. Further, it is no longer a simple 
displacement since it demonstrates the entire 


process and structure of symptom-formation. 
The neurosis now centres on the analytic 
situation and henceforth can be understood in 
terms of the analytic relationship. Freud said 
that there was no neurosis without an infantile 

in the transference the infantile 
s now laid bare. 

In addition to the ‘readiness for trans- 
ference’ the transference-neurosis is fostered 
by two other factors; namely, the repetition- 
compulsion and the regressive nature of the 
analytic situation. The compulsion to repeat 
was described by Freud in his paper on * Re- 
collection, Repetition and Working Through’, 
developed in * Beyond the Pleasure Principle’ 
and summarized in ‘An Autobiographical 
Study’ (Freud, 19145, 1920, 1925). For Freud 
the repetition-compulsion expressed a con- 
servative trend in the organism, a tendency 
to cling to old methods of adaptation at 
the expense of the new. Early traumatic ex- 
periences were thought of as releasing large 


neurosis; 
neurosis i 


30 


quantities of instinctual energy which were 
subsequently bound, later to be released in 
relatively minute quantities when similar 
situations were encountered, or (if we include 
his later views on anxiety) anticipated. Freud 
also discussed the operation of this principle 
in children’s play and in traumatic neurosis. 

It is, then, the operation of the repetition- 
compulsion which displays in the transference 
this apparently infantile addiction to the past. 
It is, however, the factor of regression which 
permits its operation with such force and 
clarity. More than any other circumstance 
regression is fostered by the analytic situation 
itself. The factors responsible have often been 
enumerated (e.g, Macalpine, 1950; Nunberg, 
1951; Gill, 1954; Waelder, 1956). We can 
mention here the relative helplessness of the 
patient in the face of professional authority; 
the recumbent position which underlines and 
augments this; the fact that the analyst is out 
of view, is relatively passive and says little; 
the basic rule with its relative restriction of 
attention to the patient’s own mental processes 
so that reality-testing is more or less sus- 
pended; and the limitation of motility which 
not only frustrates the wish for gratification in 
action but also permits instinctual discharge 
only in recollection and affect. In such cir- 
cumstances, instinctual regression is very 
greatly facilitated, 

As in all symptom-formation the regression 
of instinct in the transference-neurosis follows 
a situation in which the wish for gratification 
is both urgent and denied. Instinctual intro- 


version is succeeded byregressiontoa fixation- 
Point (which will vary, 
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fully understand this process if the situation is 
now examined from the standpoint of the ego. 
Turning then from the id to the ego, we find 
in the transference-neurosis the emergence of 
an ego-organization which has otherwise been 
historically superseded. We find an archaic 
defence-organization appropriate to the phase 
to which the instinct has regressed. The ego 
has become an infantile ego, ill-suited to the 
tasks demanded of it, and to that extent it is 
crippled. But in the transference a new factor 
is added. The distributions of anticathexis 
manifest in the infantile defences are now 
reinforced from another source, namely. the 
transference-resistance itself. Attention-cath- 
exis is withdrawn from the analyst-representa- 
tion and now augments the infantile anti- 
cathexis; clinically this stage is recognizable as 
the first real resistance in the analysis with 2 
pronounced change in the patient's behaviour. 
The minor pauses of spontaneous transference 
may, for example, give way to prolonged and 
uncomfortable silence, anxiety of greater 
severity or restlessness. An initial phobia may 
now become quite specifically attached to the 
analytic hour. The instinctual reinforcement 
at a fixation-point has called forth a defensive 
reinforcement of anticathexis, and the trans“ 
ference-neurosis is established by the usua 
method of compromise. Henceforth the 
patient's material can, wherever indicated, DC 
directly related to the analyst in the work 9 
interpretation. But we have yet to accou” 
more fully for those distortions and substitute” 
formations which, in the transference-neuroS? 
are analogous to those Observed in other kin 
of Symptom-formation. dl 
We can clarify the situation further if W 
note that regression in analysis is not confin* 
to those vicissitudes of ego and pere 
together designated by Freud (1900, 19174 
as “temporal regression”. All three types e 
regression—temporal, topographical and ul 
mal—can be Observed. If we consider t0P 
&raphical regression (that is, regression fi jorr 
higher to a lower Psychic system) we can " 
the IMportance of the basic rule in mal? e 
analytic work possible. For by this I" 
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reality-testing is held in comparative abeyance 
and preconscious thought processes are less 
exclusively subject to conscious control and 
the influence of the secondary process. In 
short, the id holds greater sway and primary 
Process functioning is more evident. Form- 
ally, it could be said that thought approxi- 
mates more closely to ideation and, indeed, in 
Some cases—for example, so-called border- 
lines—this process may be carried so far that 
communication is too severely disrupted and 
analysis becomes impossible. Just as, in the 
symptom, we may see evidence of both pri- 
mary and secondary process expression, of 
disturbed instinctual gratification and in- 
appropriate defence, so too we can see this in 
the formation of the transference-neurosis. 
. The regressive phenomena subserve the 
immediate requirements of ego and id ina 
symptom-compromise, but the ego's part In 
the analysis is not solely one of resistance. 
Part of the ego becomes an analysing part 
Which identifies with the analyst, as Sterba 
(1934) pointed out. Bibring (1937), amplify- 
ing this concept, again stressed the split by 
means of which a scrutinizing part of the ego 
could stand apart and follow the struggle 
between instinct and defence. (It is true that 
this process is partly contingent on the fate of 
the superego during treatment, but this 
question will be deferred for a moment.) Ego- 
Tegression, therefore, cannot be solely con- 
Sidered in terms of resistance but can equally 
be an example of ‘regression in the service of 
the ego’ or ‘controlled regression’ (Kris, 
1936, 19564). 
Indeed, in spite of these regressive tenden- 
Cies, it is clear that the hold on reality is rarely 
abandoned entirely in the transference- 
Neurosis, If it were, analysis would not be 
Possible. Of the greatest importance In ead 
cessful analytic work is the maintenance of t : 
Adaptive function of the ego and the degree e 
°80-autonomy necessary to meet the reality 2 
the analytic situation and its minimum 
requirements. Through the work of interpr 
tation anticathectic energies can be MEET 
and their more highly neutralized resource 
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put at the disposal of the autonomous ego. 
In this way, too, as the analysis proceeds, 
greater areas of the formerly crippled ego 
can acquire secondary autonomy (Hartmann, 
1950, 1952, 1955). 

These questions will receive further consider- 
ation in section III of this paper. Meanwhile, 
the role of the superego requires someattention. 
Strachey (1934) published an influential 
paper in which he understood transference 
in terms of the projection on to the analyst 
of the patient’s superego, its modification 
through what he called *mutative interpre- 
tations’ and its subsequent re-introjection. 
While this view was based on a terminology 
and theory of superego formation which has 
not found general acceptance, we do know 
that the superego tends to be externalized in 
analysis and that its punitive and sadistic 
aspects are often experienced in all their 
archaic severity. In this respect the analyst’s 
tolerance has both a mitigating and an edu- 
cative function, a direct influence on the 
patient which is not brought about solely by 
the content of interpretation. In his recent 

aper on the concept of the superego Sandler 
(1960) has pointed out that situations exist 
in which the standards and precepts of the 
are totally disregarded provided that 


superego 4 
the ego is otherwise assured of adequate 


narcissistic supplies. He gives examples and 
shows how both the analyst and the psycho- 
therapist provide such supplies through their 
supportive role, so permitting the emergence 


into consciousness of forbidden and repressed 


material. . 
This view, of course, takes into account the 


libidinal relationship between ego and super- 
ego, a matter which is sometimes forgotten in 
the customary emphasis on the primitive 
savagery of the latter structure. In his paper 
Sandler shows how objects once introjected 
can be restored to the external world—a pro- 
cess he refers to as ‘superego regression’, 
With this we can complete our brief survey 
of the regressive changes in the structural triad. 

We have now considered, if very incom- 
pletely, transference from the standpoints of 
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id, ego, superego and reality. Economically, 
it has been noted that a redistribution of 
mental energies occurs in the formation of the 
transference-neurosis. Dynamically, the fate 
of instinctual energy and its permissible dis- 
charge in the transference of recollection and 
affect has been referred to. It is worth con- 
sidering its further possible discharge in 
“acting in the transference’ and ‘acting- 
out’. 

In ‘acting in the transference’ the strict rule 
of the analytic situation is temporarily trans- 
gressed and recall and affective experience are 
partly replaced by some form of acting. This 
may take the form of attempts to prolong 
exchanges after the session or to make 
social contact with the analyst. Such ‘acting 
in the transference’ is usually observed at 
points where the transference-neurosis is par- 
ticularly intense. 

In “acting-out” the id-strivings and the 
defences against them are displaced from the 
relationship with the analyst to other relation- 
Ships in everyday life. This “acting-out’ of un- 
conscious wishes takes place instead of recol- 
lection, and an id-resistance, the repetition- 
compulsion, has joined forces with the 
transference-resistance of the ego. In this 
respect Anna Freud (1937) has said that the 
ego ‘makes common cause with the id and 
simply carries out its behests’, 

Finally, it may not be out of place to con- 
clude this part of the discussion with the obser- 
vation that the transference and the trans- 


ference-neurosis are not the whole of the 
treatment relationship and that analysis is a 
shared 


experience in which there is 
relationship between two people. 
ference-neurosis obscures this re 
but it does not do away with it, 


also a real 
The trans- 
lationship; 
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For convenience, those changes which are 
wholly due to suggestion will be excluded. 

It is not dificult to summarize the changes 
to be expected; it is their amplification which 
gives rise to so many problems. Structurally, 
it may be said that, as a rule, interpretation 
contributes, no matter how minutely, to the 
strength of the ego in its attempts to meet the 
triple requirements of id, superego and ee 
perhaps mitigating, in the process, superege 
severity. It acts by naming ego-defence an 4 
id-impulse, usually in that order, and conl 
strating them to the scrutinizing part of er 
patient's ego which is identified with 
analyst. Topographically, it “makes the he 
conscious conscious’, in the process of which 
the connexions between thing- and affect- 
presentations on the one hand and word- 
presentations on the other are restored. povi 
nomically, it releases quantities of anti 
cathectic energy which become available i. 
other ego activities. Dynamically, it permit 
discharge of small quantities of instinctus, 
energy in recollection and affect. To en 
classical viewpoints may be added the geneti? 
aspects of interpretation, by which the histor! 
cal basis of current derivatives is brought bi 
consciousness, and the adaptive aspects* A 
which formerly conflictful functions ofthe y^ 
may reach secondary autonomy. It will + 
convenient to begin with certain economl 
considerations. 


In his paper on repression Freud (19150 
distinguished primal repression from aon 
sion proper. In primal repression the ! = 
tional representative of an instinct was ee 
entry into consciousness, a process effected | 
anticathexis. The instinct-representative 5 
not of course disappear; the instinct we 
fixated and its representative persisted dii 
altered. Furthermore, it exercised an ae 
tion upon everything with which it was er 
nected, in this way complementing the effect? 


5 
* : ; am 
These viewpoints have only secondary St ¡ect 


Since genesis and adaptation concern m m 
relations Which, in turn, can be described in 
of structure, economics and dynamics. 
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anticathexis. Repression proper, on the other 
hand, affected the mental derivatives of the 
instinct-representatives in the system Pes; 
these derivatives were themselves subject to 
anticathexis within that system and were 
therefore treated as if they too were struc- 
tures in the system Ucs. 

The source of energy for anticathexis was 
Suggested by Freud (1915c) in his next meta- 
Psychological paper. He distinguished two 
kinds of ego-energies: those employed in anti- 
cathexis and those available for attention- 
cathexis (hypercathexis). In repression proper 
attention-cathexis was withdrawn from the 
Pes. derivatives of the instinct-representative 
which were then themselves subject to anti- 
cathexis. Freud’s suggestion was that the 
energy used in the latter process Was derived 
from the original hypercathexis. 

A necessary corollary of this theory of 
repression is that the amount of energy ex 
pended in the anticathexis of any particular 


derivative will depend on the proximity of that 
derivative to the initial fixation-point. To use 
tional 


à spatial analogy, it is inversely propor 
to the psychic distance of the derivative from 
the instinct-representative. The more remote 
the derivative, the weaker will be the apt 
cathexis required. This has obvious implica- 
tions for psychoanalytic technique. . 
For an instinctual derivative (whether ides, 
affect-charge, simple thought Or complex 
phantasy) to become conscious the anti- 
cathexis must be withdrawn and atiennor 
cathexis restored. In psychoanalysis this 1s 
effected by interpretation. When the defence 
Against the impulse, the derivative of the is 
Pulse, or the impulse itself is named the wor : 
used by the analyst are registered and investe 
With attention-cathexis. If the interpretation 
is successful—and, theoretically, everything 
depends upon timing. accuracy and ye out 
Phical depth—this hypercathexis is ae 
by the use of energy which, until the mom 
of speaking, was employed in anticathexis. ^ 
Course, interpretation does not — d 
Work at the moment of utterance (see € y 
Owever, it is evident that, ifa topographica 
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‘deep’ interpretation is made without ade- 
quate preparation, fresh registrations are laid 
down in the system Pcs. with one of two 
consequences: they are either invested with 
attention-cathexis from freely available ego- 
energy only (in which case they have no effect 
on the systems of anticathexis employed in 
defence) or they themselves become subject to 
anticathexis so that an increase in resistance 
may be clinically manifest. It is clear that 
neither process has anything to do with *mak- 
ing the unconscious conscious’. A third 
possible consequence of premature interpre- 
tation—namely, the precipitate break-through 
of Ucs. material—is referred to below. 

Interpretation, then, deals with the various 
links in the chain, removing anticathexes step 
by step until the instinct-representative is 
opposed by only the feeblest ego-energies. 
Here there are two circumstances which come 
to the aid of the analyst in his attempt to undo 
any remaining opposition to consciousness. 
The first is, quite simply, the pressure of the 
instinctual drive towards discharge, though it 
seems unlikely that this, in itself, would suffice 
to overcome the resistance. The second is the 
presence of a transference-situation whereby 
the accumulation of regressive instinct rein- 
forces the id at the initial fixation point. It is, 
of course, precisely this pressure of instinct 
which, if we are lucky, gives each analytic 
hour a discernible theme. This fact seems par- 
ticularly important in view of its implications 
for treatment situations where no real trans- 
ference-neurosis exists. 

Clearly, interpretation has the best chance 
cess if it is made at the right point in the 
chain. This is what Fenichel (1941) meant 
when he said that we must tell the patient what 
he already knows and ‘just a little bit more’, 
If, however. à ‘deep’ interpretation does 
succeed in removing a greater quantity of anti- 
cathexis at any one moment, the danger is that 
the appropriate affect-charge released by the 
tion will be more than the patient is 
olerate and will overwhelm the ego 


of suc 


interpreta 
ready to t 
in a panic attack. 

It is evident from these economic con- 
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siderations that the process of interpretation 
restores the instinctual derivatives to their pre- 
conscious state. Functionally regarded, a 
preconscious representation is one which is 
without anticathexis and which is therefore 
capable of becoming conscious, when the ego 
requires it, by a simple act of hypercathexis. 
Regarded systematically, however, matters are 
not so straightforward since we know that, in 
certain circumstances, Pcs. material may be 
Tepressed into the Ucs. We now have to 
answer the question: at which topographical 
barrier does the act of interpretation work ? 
Does it operate at the Pes./Cs. border, or does 
it exert its effect at the border between the 
Systems Pcs. and Ucs.? 

Economic considerations would suggest 
that we work at the former until, through 
bringing into consciousness the intermediate 
links, the original instinct-representative has 
itself become accessible to the system Pcs, 


Nevertheless, there are difficulties in any ex- 


planation of a treatment process which implies 
Interpretative 


work at two different topo- 
graphical levels; and the adoption of a hier- 
archical model, on lines 
(1950), Hartmann (1950, 1 
(1950, 1951), 
tion of this p 
allows all gr 
Secondary p 
pondingly, 
binding, 
level of t 


-cathexes which follow 
nd argely to Word-present- 
Teud's views i i 
Fe s on the relationship 
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sentation is the presentation of the thing 
alone'. Repression denies to the thing- 
presentation its connexion with the word: the 
restoration of this link is the task of interpre- 
tation. A subsequent qualification by Freud 
(1938) does not affect the present argument 
though it is evident that links must also be 
re-established with all relevant psychic content 
(cf. Rapaport 1951). 

Anticathectic energies freed by interpreta- 
tion remain at the disposal of the ego. In this 
Tespect a suggestion by Hartmann (1950, 
1955) that anticathectic energies derive from 
the aggressive drives and are incompletely 
neutralized, in that they still retain character“ 
istics of their origin, is of interest. It seems 
possible that unsuccessful or neurotic defences 
—involving pathological systems of anti- 
cathexis—employ energies that are less highly 
neutralized than those used in the more stable 
defence-systems necessary for healthy adapta- 
tion. If correct, this assumption would lea 
to the further conclusion that the freeing O 
anticathectic energies by interpretation - 
their use in attention-cathexis involves 
change in neutralization, thus again furthering 
adaptation. 1 

We can now consider certain dynamic ie 
Sequences of interpretation, beginning E 
the discharge of instinctual energy in recolle 
tion. For although verbalization is itsel : 
method of motor discharge in analysis, afl 
tive discharge and recollection is encourage 
at the expense of motility. & 

Recollection is assisted by instinctual Lie 
Sure which is further increased by the d 
tion imposed by the transference-resistànt: 
That the process of becoming conscious M 
itself a gratification is suggested by the FC d 
with which it is sometimes accompanied en 
Which is not wholly accounted for by any ©0 
comitant discharge of related affect—thouf 
Telief may also ensue, for example, from : 
€80's application of reality-testing to emef£" , 
Phantasy. From the side of the id there e 
fractional instinctual discharge in accorda” 
vith the pleasure-pain principle and this n 
be true even When, as is often the case, I? 
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pretation does not produce an immediate or 
dramatic eflect. 

Interpretation weakens the defences against 
recollection. Kris (1950) has suggested that 
the situation that exists in treatment before an 
interpretation is made is one of incomplete 
recall and resembles in some degree the his- 
torical context in which the relevant memory- 
traces were laid down. Signs of incomplete 
recall in the patient’s behaviour are then inter- 
preted in a reconstruction of the original 
event. However, even when recall is not yet 
possible, recognition may already be accom- 
plished. In recognition acontext isestablished 
and is facilitated by perception—in this case 
by perception of the words the analyst uses. 
Kris concludes by showing that, through this 
Process of recognition, id and superego striv- 
ings come to be felt as syntonic with the event 
concerned, so that ‘I know of” is replaced by 
‘I believe’. He later enlarged these views in 
his paper on the recovery of childhood 
memories (Kris, 19565). The common experi- 
ence that interpretations *rarely have n 
immediate and direct effect upon recall” is 
examined by Loewenstein (1957) in the light 
of these papers by Kris. 
, On the other hand, tl i 
interpretation can sometimes u 
imediate feeling of certainty in which = 
patient realizes quite unequivocally jen ni 
has gained an important and quier wem 
insight. In ‘The Ego and the Id’ there : m 
important passage which seems to throw p^ 
On this matter. There pud (1924 P. i- 
Suggests that, by the interposition = ab 
Presentations, internal thought-processe i 
experienced as perceptions. In nen E 
ing the process of thinking, the thoug den 
themselves perceived as if they came 
Without, and so carr conviction. r 

The ee ait in psy qe n 
Must reinforce this process. In such a ai 
topographical regression has been ern Tue 
And reality-testing relatively suspe” e ull 
Analyst’s words, unquestionably extern a cor: 
to this conviction, especially if they Patti 
rectly an emergent thought, affect or P 


here is no doubt that 
produce an 
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On the other hand, the healthy, scrutinizing 
part of the patient’s ego is ready to submit 
these mental contents to reality-testing, helped 
by the analyst who also functions as an 
auxiliary, stable, autonomous ego. 

Loewenstein (1956) points out that one of 
the autonomous ego-functions which the 
analyst brings to the help of the patient is his 
role as an additional memory. He considers 
that the verbalization of memory is a substi- 
tute for action, makes the experience of 
remembering more real by investing it with 
objective and social reality, and that auditory 
perception adds a further reality-value. The 
concept of a representational world has also 
increased our understanding of the part 
played by words in reality-assessment and 
conviction, and is further considered below. 

Remembering alone does not replace 
motility (or instinctual discharge upon the 
object) in the analytic situation. Drives are 
also discharged through affect. In analysis we 
may be dealing with an ‘affect-charge’ which 
can receive instinctual cathexis in the same 
way as an ideational derivative. The affect- 
charge is also subject to anticathexis and can 
reach discharge through correct interpreta- 
tion. Of course, there are affects which operate 
differently and serve a defensive. function; 
these are signal-affects, of which signal 
anxiety is one example (Freud, 1926). The 
problem of the interpretation of affects is in 
no way different from that of any other 
psychic content, and their correct naming 
seems equally important in any form of 
psychotherapy. This is as true of compound 
affects (for example, grief, shame, jealousy, 
despair) as it is of the more direct derivatives 
of the libidinal and aggressive drives. Unlike 
recollection, however, discharge is into the 
interior of the body via secretory and motor 
pathways. One of the tasks of interpretation is 
to give the affect a psychic representation 
which will to some extent replace a silent 
interior discharge. — . 

Again, Loewenstein (1956) points out that 
affects must be verbalized as well as experi- 
enced; that, furthermore, their connexions 
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with specific contents must be re-established; 
and that their verbalization helps to make 
them both internal and external realities. 
Further, the experience of the somatic dis- 
charge of affect requires the additive of ver- 
balization, which has a binding as well as an 
expressive function on affects. 

In this respect the function of verbalization, 
whether by patient or analyst, becomes clearer 
if we make use of a concept which is now, 
surely, an integral part of structural theory; 
namely, the representational world. A com- 
prehensive account of this concept, together 
with some of its historical roots and certain 
practical applications, has recently been given 
by Sandler & Rosenblatt (1962). The aspect of 
this construction which most closely concerns 
us is the self-representation. This term was 
suggested by Hartmann (1950) in an attempt 
to avoid the ambiguity of Freud’s use of the 
word ‘ego’ to denote both the self and the 
psychic structure of the same name. Jacobson 
(1954) pointed out that this concept could be 
distinguished from that of the ego since ego- 
formation begins with the child’s growing 
ability to distinguish the self and the object 
world. The self-representation includes not 
only the body-image or body-schema in 
Schilder’s sense, but everything that pertains 
to the self including feelings, behaviour and 
relationships. A self-representation can be 
cathected with instinctual energy in the same 
was an an object-representation, and when 
this process is ego-syntonic it can reach con- 
sciousness or lead to activity; if ego-dystonic, 
defences against it come into operation. 

Words and symbols form part of the repre- 
sentational world and may be linked with 
object or self-representations. Part of the 
work of analysis consists, through interpreta- 
tion, of the modification of distorted repre- 
sentations including those distortions of the 
self-model which have occurred at the sup- 
posed behest of parental introjects. Sandler, 
Holder & Meers (1963) point out that the 

shape” of a representation is conditioned at 
any one moment by the varied demands of the 
id, external reality, and the introjects. It 
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follows that changes in the representations of 
both the external world and the introjects can, 
through interpretation, lead to far-reaching 
modifications of the self-representation. 

The correct naming of idea, image or affect 
—that is, the mental components which the 
ego organizes into a representational w orld— 
is an essential step in bringing them to con- 
sciousness. But this is not all. For parts of the 
self may lack any adequate representation and 
the provision of the appropriate word may 
give them such a status for the very first time. 
Observations made during treatment can be 
put into words by the analyst (and by the 
patient), given a representation, and only then 
become integrated into the patient's model ol 
himself. In passing, we can note, for future 
use, that words can give such representations 
not only to the repressed but also to what, 
until the moment of speaking, has been non- 
conscious (beyond full awareness, that is, but 
not dynamically unconscious). This point will 
be re-examined in discussing ‘clarification - 

The representational world also includes 
that part of the ego-ideal called by Sandler e! 
al. (1963) the ‘ideal self” and defined by them» 
from the child’s conscious or unconscious 
point of view, as ‘the self I want to be’. Fo! 
the change brought about by analysis is not 
just a modification of the superego but also 4 
change in the more enduring aspects of the 
ideal self and its relation to the sell 
representation. 

A good deal has now been said about j 
structural aspects of interpretation. However: 
in discussing the operation of this device fro? 
the side of the ego or the side of the id, the 
impression may have been given that a 
deals only with id-impulse or ego-defence E 
such. This, as we know, is not strictly corre 
since drives may have defensive vicissitude® 
(as in reaction-formation) and defences apa 
evidence of primary process functioning (as " 
displacement). Nevertheless, general a 
siderations hold good. In reaction-formati Y 
for example, the drive has already been S 
ject to a defensive process, namely. part 
neutralization. 


the 
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Hartmann, Kris & Loewenstein (1947) have 
pointed out that id, ego and superego can be 
regarded as three centres of psychic function- 
ing whose demarcation, independence and 
energic investment varies at different times. 
This seems important in conceptualizing the 
treatment setting in which we make our inter- 
pretations. In analysis, for instance, id in- 
trudes into ego in the regressive setting, the 
autonomous ego detaches itself from the 
Process, and the superego may greatly dimin- 
ish its area of activity in a situation in which 
the patient may feel himself to some extent 
loved and cared for. 

Nowadays psychoanalytic psychology must 
take into account the adaptive point of view. 
The Strengthening of the autonomous ego in 
treatment and the increase in the secondary 
autonomy of processes which. while once 
defensive, have now lost their instinctual cath- 
exes means that, through analysis. the patient's 
adaption to his internal and external circum- 
Stances may be altogether more realistic. The 
metapsychology of treatment must include the 
Study of the patients adaptation to the 
Minimal requirements of the treatment- 
Situation. For all our greatly increased know- 
ledge of instinctual life, the fate it meets with 
and the psychic formations it encounters. NO 
Analyst today can afford to ignore adaptation 
to reality. It is, in the end, what all the fuss 1S 
about. 


IV. SOME PRACTICAL APPLICATIONS 


Since this paper is concerned with meta- 
vith tech- 


Piychology and only incidentally Y > 
ques, this discussion will not be extensive. 
ae main points which concern US are, I hope, 
Plicit in what has been said. 
Ne in psychotherapy, We aim t 
gen conscious’ in any 2PE 
de, we must try to provide a setting ir 
w Necessary psychological changes q 
hs SH Interpretations are given. Some o! 
quirements can be met irrespective o 
a hether the patient is treated on 2 couch um 
Chair, individually or in a group. F? 


o ‘make the 
appreciable 
n which 
occur 
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example, there is nothing inherent in any of 
these varied settings which, from the patient's 
viewpoint, would prevent his partial identifica- 
tion with the analyst in his observing function 
and therefore his bringing to bear autono- 
mous ego-functions in self-scrutiny. Equally, 
he may bring to the treatment the same 
“transference-readiness’ experienced by any- 
one who has any severe disturbance in his 
current object-relations. Again, unless the 
analyst's manner is cold and indifferent, the 
an still experience, through his aware- 
ness of the analyst's understanding and 
tolerance, a new source of narcissistic supplies 
which may allow sufficient mitigation of 
superego function to permit both a useful 
examination of some of his conflicts and an in- 
creased ability to tolerate unwelcome thoughts 
and impulses. Furthermore, since he also 
externalizes the sadistic aspects of his super- 
ego, he may, through the educative function 
of psychotherapy. find that any resulting modi- 
fication of that structure is not necessarily 
transient. 

From the analyst's viewpoint certain thera- 
peutic requirements can also be met. In all 
these situations he works with words. He can, 
theoretically, name the word-presentations 
appropriate to those derivatives which seem 
capable of entry into consciousness. He can 
also, if he is in touch with the patient's feel- 
ings, correctly name the affects the patient 
experiences. Lastly. there need be nothing ina 
setting for brief techniques to hinder any 
attempt to show the patient the realities of his 


situation; indeed, in this respect, the advan- 
y sometimes lie with the modified 


patient c 


tage ma 


technique. ‘ 
So ie this list, incomplete and relatively 


random though it is, appears to give impres- 
sive support for a theoretical vindication of 
interpretation inthe modified psychotherapies. 
But, if the aim really is to make the uncon- 
s conscious, We come to a difficulty 


sciou: . 4 ; : 
economic point of view. For, in 


licit in the 


im : : 
ica to dissolve anticathexes, assistance, in 
formal psychoanalysis, comes from the 


Pp z is instinctual striving. i 
patient's id. This instin tual striving, mani- 
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festing its pressure towards discharge through 
increasingly remote derivatives, is directed 
towards the analyst since, in the transference, 
the analyst has taken the place of the infantile 
object on which the drive was originally 
fixated. This striving is augmented by the 
regressive nature of the transference-situation 
and the resulting reinforcement of drive- 
energy at the initial fixation-point. Further- 
more, to make the appropriate interpretation 
at the right time, to name the defence or the 
impulse against which it is constructed, the 
therapist must be able to see both sides of the 
conflict. This is likely to be easier in a situa- 
tion where secondary-process functioning is 
less absolute and the operation of the primary 
process more evident. It is difficult to see how 
this can be done in the absence of regression 
and without the use of the basic rule. Finally, 
even if it could be achieved, the disposal of a 
minor system of anticathexis is merely a step 
and ‘working through’ must still follow its 
protracted and wilful course. All these con- 
ditions presuppose the existence of a trans- 
ference-neurosis. 

Since a transference-neurosis implies that a 
transference-resistance will be added to other 
resistances, its presence in some forms of 
psychotherapy is not an unmixed blessing. 
However, at this juncture I want to anticipate 
a question which may be present in the minds 
of those who do not wittingly encourage this 
state of affairs and who, working only with 


Spontaneous transference, nevertheless find 
that their 


Everyday experi 
and that Y €xperience confirms 
lightly dismissed a 
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measure which Devereux (1951) has called 
‘confrontation’. Essentially, this consists in 
presenting to the patient his own words or 
actions in a form which does not readily allow 
him to escape their implications. It does not, 
in itself, communicate anything new to the 
patient. In this sense, confrontation forms a 
part of every psychotherapeutic procedure and 
is often a necessary preliminary to interpreta- 
tion in analysis. But it seems doubtful if it 
could be made the sole basis of an insight- 
therapy even though, as every good neighbour 
knows, its judicious use can be very telling. 

A further contribution to our understanding 
of non-interpretative devices which yet pro- 
mote insight has been made by Bibring (1954) 
in developing the concept of ‘clarification 
first formulated by Carl Rogers (1942). By 
‘clarification’ Rogers meant ‘getting the 
patient to see more clearly’, a process he con- 
trasted with interpretation. Bibring has 
removed some of the obscurities from this 
definition, and gives examples of the process 
which include: showing the patient that his 
use of the word "fatigue? refers to his depres- 
sion; pointing out character attitudes; and the 
elucidation of a reality-situation by showing 
the patient the subjective nature of his pre- 
dicament. Clarification may of course precede 
Interpretation in analysis. 

If clarification does not involve the removal 
of anti-cathexes what is its economic basis? 
Here we can make use of a suggestion first 
made by Kris (1950), namely, that there are 
varying degrees of hypercathexis and that 
Phantasy production or thinking may be it” 
vested with a degree of attention-cathexió 
which may not be sufficient to attain co? 
sciousness, I suggest that, in clarification, th* 
analyst’s verbalization and the patient’s dis” 
Cussion of it may sufficiently increase the 
hypercathexis of non-conscious material t° 
bring it to awareness and conviction. In thi 
way such a procedure would make the re 
du. is though it would not demonstrat 

- Toots of the Pcs. derivatives. " 

In SToups we are faced with different prO 7 

$ brought about largely by group-ident 
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cations and by different dynamic and struc- 
tural conditions. Nevertheless, the distinction 
between clarification and interpretation still 
applies. Incidentally, a successful group- 
interpretation requires that, for each indi- 
vidual member, accessible systems of anti- 
Cathexis are in roughly similar states. The 
same condition does not hold for clarifica- 
tion. 

The economic difference between the two 
Procedures can bestated very shortly. In clari- 
fication, increase in hypercathexis comes from 
freely available ego-energies; in interpreta- 
tion, from anticathexis. In the one process, 
Insight is into the non-conscious; in the other, 
into the repressed. Clinically the effect of the 
latter may not be immediate, no doubt because 
the process is so often fractional. But every 
diminution of anticathexis not only contri- 
butes to the fund of energy freely available to 
the ego but also lessens the degree of hyper- 
cathexis required to bring the repressed 
Material into consciousness. 

In this connexion the notion of a represen- 
tational world is of some assistance. In clari- 
fication, the hypercathexis provided by the 
appropriate word-presentation gives an aspect 
of the patient’s self a representation for the 
first time. The patient’s conceptual model of 
himself is thereby enlarged. 

In analysis, we provide cond 
the patient can experience a temporary regres- 
Sion, but the moment we begin to speak—the 
moment we use the vocative—We invite him to 
look at himself, to see what he is doing; and in 
that very moment we direct our appeal to ins 
Autonomous ego. In the very act of beginning 
Our interpretation we invite him to abandon 

is regression: and, indeed, unless he is able 
to do so, he will not make very much se 
What we have to tell him. In other words, there 
IS an alternation between regression On the 
m hand and self-observation on the other. 

he Patient, while regressed, tries to follow 
li € basic rule, but the moment he begins E 
Sten he abandons it. At one moment he is, S 4 
se Speak, immersed in his representat x^ 
orld and actively thinking himself into it. He 


itions in which 


nse of 
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is not merely thinking aloud; and it may be a 
technical error to treat, in brief psychotherapy, 
the patient’s continuous communications as if 
they were necessarily of the same order as the 
thought-sequences of the analytic hour, modi- 
fied as these are by the primary process and 
formal and topographical regression. This 
alternation between regression on the one 
hand and a form of reality-testing on the 
other raises for psychoanalysis the problem of 
frequency and regulation; for psychotherapy, 

the question is whether it can occur at all and, 

if so, how it can be controlled. 

Briefly, then, the vital choice to be made 
when undertaking psychotherapy is whether 
—and to what extent—to allow a transference- 
neurosis to develop and so to bring about a 
controlled regression in the service of the 
treatment. Factors governing this choice do 
not concern us here. However, once a decision 
to work with a transference-neurosis is made, 
a treatment setting must be organized and 
decisions taken on such important matters as, 
for example, the choice of a chair or couch, 
uency and duration of sessions, and pro- 


freq ns, and 
jected length of treatment. This, in itself, 
raises a difficulty since, once the transference- 


neurosis develops, the length of treatment, as 
may be unpredictable. Again, 


in analysis, 
on a ‘focal 


while one may confidently decide 
the drift of the patient's material may 
e to co-operate with that inten- 
he whole question is enor- 


mously complicated by the use of the basic 
rule in brief techniques with its implicit 
attempt to stimulate an ego-regression when a 
ion of instinct (in terms of the 


arallel regress! 
analyst-as-object) may not have occurred, 
Furthermore, while instinctual regression may 


be less deep when the patient sits in a chair, 
and perha s less intensely experienced in more 
widely spaced sessions, the use of these devices 
in conjunction with free-association may in- 
crease the patient's frustration and encourage 


ing-out. 
ms these are proper matters for the analy- 


p ist to consider. To discus: 
1 ps chotherapist s 
ong rther would take us beyond our 


aim’, 
simply refus 
tion. Finally, t 
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present course of inquiry since our main 
concern is to establish criteria by which we can 
determine what is, and what is not, interpreta- 
tion. Nevertheless, I venture the opinion that, 
provided he makes disciplinary use of his 
theoretical basis, the analytical psychothera- 
pist has at his disposal a flexibility of tech- 
nique which can meet a variety of situations 
and purposes. Indeed, we need to speak of 
“wild” psychotherapy in the same way that we 
speak of “wild” psychoanalysis, in each case 
implying psychological treatment uninformed 
by anything other than the most superficial 
acquaintance with psychoanalytic theory. 
Sterba (1948) has given a good illustration 
of the kind of flexibility I have in mind. He 
describes how a useful once-weekly treatment 
relationship between a patient and a social- 
worker became disturbed by negative trans- 
ference-feelings consequent on a new situation 
which arose when, in response to a request by 
the patient, the social worker interviewed the 
patient's sister. The crisis was resolved with 
the correct interpretation of the negative 
transference. Sterba’s point was that, in a 
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situation where the social-worker was not 
primarily treating the patient by transference 
interpretation, such an intervention became 
urgent when the transference threatened to 
interfere with the therapy. The former work- 
ing relationship could then be resumed. f 

On this clinical note I will stop. For it 
seems to me to underline the need for clinical 
work to be understood in terms of psycho- 
analytic theory, whatever the technique 1 
question. Both for psychoanalysis and psy- 
chotherapy, the greatest danger ofall is, surely, 
the divorce of theory and practice. 
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